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LECTURE I. 

The Prevention and Early Treatment of Prostatic 

Obstruction, 

In the course of lectures that is before us this month 
X hope to elaborate certain points connected with the 
diseases of the urinary organs which appear to me to be 
worthy of your consideration. It will be my endeavour 
to make these meetings gatherings for clinical objects 
rather than for the purpose of attempting any syste- 
matic description of the subjects to which they relate. 
With this view I shall be happy as occasion offers, to 
supplement what I may have to say here by the ordinary 
work of the hospital as seen in the wards, and on my 
out-patient days. 

Without occupying your time by any further prefatory 
remarks, I will proceed with the subject selected for 
to-day's consideration, viz., the Prevention and Early 
Treatment of Prostatic Obstruction. And I must ask you 
to notice in the first place that I do not say the preven- 
tion and treatment of the enlarged or hypertrophied pros- 
tate, as I purposely confine myself to dealing with 
Almost the only symptom, and that the most pressing 
one, which brings the enlarged prostate under the notice 
of the medical practitioner. Enlargement of the pros- 



tate to some degree is, I might say, the common lot of 
by far the greater majority of males who have attained 
sixty years of age or upwards, being, I believe, far more 
frequent than what at first sight we might perhaps be 
disposed to admit. Not very long ago for the purpose 
of ascertaining this point I took the trouble to examine 
consecutively 100 males who had reached their sixtieth 
year or upwards, and out of these three-fourths presented 
undoubted signs by rectal examination of this change. 
Of the number thus affected not one-fifth of them 
appeared in any way inconvenienced thereby, some to so 
slight an extent as not to complain. Nor are there 
grounds for asserting that because a person has an en- 
larged prostate a time will come, should he live long 
enough, when bladder trouble must necessarily super- 
vene. I have watched many men with well marked signs 
of an enlarged prostate for a number of years, and up 
to the time of their deaths, either by natural decay or 
by other diseases, without knowing them to be conscious 
of any inability so far as their urinary organs were con* 
cerned. But though persons may, either by good care, 
or good fortune, obtain an immunity from those troubles 
which prostatic enlargement not unfrequently brings 
with it, there can be no doubt that they carry with them 
to the end of their lives the liability to suffer in a way 
which does not apply to those who have not undergone 
this structural change, a liability which may show itself 
without any sufficient notice or warning. It not unfre- 
quently happens, as we all know, that a sudden attack of 
retention of urine, probably traceable to some definite 
cause which might have been avoided, is the first indica- 
tion that an elderly man has an enlarged prostate. As 
a matter of practice it is as an obstacle to micturition that 
the prostate comes under our notice as surgeons, and this 



for the most part shows itself, at all events to persons 
aooastomed to observe, by gradual indications rather, 
than by the sadden and unwarned cessation of the phy« 
«ical function of micturition. In far the larger number 
of cases, even in those where apparently the urinary 
breakdown is sudden and unexpected, and where the 
prostate eventually proves to be a serious cause of ob- 
«truction the process is a gradual one, and is not unlike 
what is commonly observed in connection with other 
obstructive diseases of the urinary apparatus. Hence I 
consider that with our present knowledge, and in face of 
the facts to which I have briefly referred, we, as practi- 
tioners will do best by approaching the subject in rela- 
tion to obstruction rather than in reference to a mere 
increment in bulk of which the individuals may never be 
<x)nsciou8. 

These cases, however, of much enlarged prostates un« 
attended by symptoms of such a kind as to constitute 
disease, have been of great interest to me, and the study 
of them led me some years ago to suggest certain lines 
of action in practice which seem to me to have yielded 
some excellent results. 

In a number of specimens of this kind it was impos* 
aible not to notice that the form assumed by the pros- 
tatic growth relative to the outlet from the bladder 
exercised a considerable influence in determining the 
presence or absence of symptoms of urinary obstruction. 
In some forms of enlarged prostate, though the growth 
was not excessive, the obstacle to micturition was most 
complete, whilst in others, though the mass attained a 
very considerable size, it was quite apparent how it hap- 
pened that the expulsion of urine from the bladder was 
ao little interfered with. By the kindness of my 
friend, Professor A. Barron, I am able to bring 



under your notice to-day an example about which I 
attach considerable importance in reference to this 
special point I am now addressing you upon, and I 
attach this importance to it chiefly on two grounds (1} 
because it illustrates how it is that the process of 
micturition need not necessarily be interfered with by 
the growth of the prostate, and (2) because it shows a 
natural adaptation of the parts which I shall endeavour 
to demonstrate to you, is capable of being imitated. 

The specimen you will see is one of considerable 
enlargement of the prostate ; it is taken from a middle- 
aged man about whose exact age there seems to be some 
doubt, but who probably was rather under than over that 
period of life when this change usually commences. He 
was under observation for eleven days before he died ; he 
had never suffered from any difficulty in urinating, 
though the act of micturition was more frequently per- 
formed than is usual with persons at his time of life. If 
we look at the specimen, we can at once see how it was 
that, in spite of the general enlargement, there was na 
marked impediment to the escape of urine along the 
urethra. You will notice that what is known by the 
somewhat incorrect term, as the middle lobe, is deeply 
grooved in the centre so as to give a bi-lobed appearance 
to the part. Having frequently noticed this process of 
channelling or grooving in connection with those cases 
of enlarged prostates where micturition was not inter- 
fered with, in 1881 1 drew attention to this point with 
the view of showing that it was capable of being artiflci- 
ally produced with permanent advantage to the patient. 
" About that time a case came under my notice which 
seemed to confirm the views I was then putting into 
practice. It was that of an dieily genlhmar, well- 
known to me, who, in the belief that he had an enlarging 
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prostate^ of his own will and idea took means which 
seemed to him would be likely to prevent the occurrence 
of retention of urine. Long before I knew him he had 
been told that his slight urinary troubles were the 
early indications of an obstructing prostate, and that he 
might find himself on some occasion unable to micturate. 
This so alarmed him that for many years, and almost up 
to the time of his death at an advanced age, and from 
other causes, he never allowed a day to go by without 
passing a full-sized bougie for himself. He remained 
quite free from any urinary inconvenience, a circum* 
stance which was attributed by him to the means he 
had adopted. I made a post-mortem examination of 
him, and found that though the middle lobe of his 
prostate was considerably enlarged, the level and disten- 
sibility of the prostatic urethra were in no way altered, 
the growth or enlargement being deeply grooved. It 
appeared, to use the phrase of my patient, that the 
'^ maintenance of the water way'* was directly trace- 
able to the persistent catheterism that had been most 
gently and efifectually performed. In the further exten- 
sion of this practice my object has been to mould the 
growing prostate, and not to endeavour to dilate it, or 
to procure its absorption as had previously been done by 
Merder, Physick, Skey, and other surgeons. 

When there is evidence that the prostate, by its 
increased bulk, is beginning to obstruct micturition, when 
we endeavour to supplement an imperfect action of 
the bladder by repeated trials and failures, or when the 
residual urine which in some degree is nearly always a 
concomitant with an enlarged prostate is seriously 
harmful to the individuals either by its quantity or 
quality, then mechanical treatment in the direction I 
have indicated may often be resorted to with great and 
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permanent advantage. But there are other grounds 
except those immediately connected with the function of 
the bladder, which seem to force upon us the importance 
of the mechanical treatment of prostatic obstruction at 
a far earlier date in its history than has hitherto been 
generally practised. Take the evidence that is afforded 
by the state of the urinary organs above, namely, the 
bladder, the ureters, and the kidneys, as showing what 
the back pressure of the urine in some cases of prostatic 
obstruction is capable of effecting. In the post-mortem 
record of the specimen, I have just shown you, where 
during life there was no reason for suspecting that any 
appreciable degree of obstruction existed, it is stated 
''the kidneys were fibroid and atrophied, the two 
weighing ten ounces, many small subcapsular cysts, early 
hydronephrosis, no pyelitis. Ureters dilated, bladder 
dilated and fasciculated.'' Supposing a surgeon accus- 
tomed to see the pathological effects connected with 
urethral stricture had a specimen of this kind before him 
in an instance of the latter disorder, I can imagine him 
saying to his class '' here we have an illustration of the 
enormous and fatal damage that urine pressure is 
capable of exercising on the important parts above a 
stricture ; these results are in their nature entirely due 
to mechanical causes, and might have been prevented 
had means been taken sufficiently early.'' 

Apart, however, from this consideration, it is impor- 
tant to notice what an unfortunate condition of the 
organs is presented should in the course of the prostatic 
disorder retention of urine attended with cystitis, as is 
often the case, supervene. We have the whole of the 
urinary apparatus from the kidneys downwards laid open 
as it were to the influence of an inflammatory attack of 
a most putrid character. Can we wonder that what is 
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commoDly called a surgioal kidney is one of the moat 
natural resolta? 

But though the more remote oonsequenoes of proatatio 
ohstruction are for the moat part analogous with those 
obsenred in connection with urethral stricture, little 
seems to have been done to prevent their occurrence* 
This appears to have been due in a large measure to our 
failing to recognise the possibility of maintaining in 
spite of overgrowth a prostatic channel for the escape of 
urine from the bladder quite as efficient, as I have 
•endeavoured to show, nature herself frequently provides, 
and which is not liable to that kind of contraction which 
nearly all strictures constantly undergo. In the next 
place our forefathers were ill provided with instruments 
■adapted for such purposes, the old metal long curved 
oatheter being almost always associated with any pros- 
tatic disorder. 1 do not think we fully appreciate the 
great improvements that have taken place within com- 
paratively recent years in the construction of these 
appliances, and the comfort that has thus been conferred 
on those requirmg such assistance. 

Frequency of micturition may oftener be regarded as a 
sign that the prostate is commencing to obstruct, than any 
other symptom. As with a urethral stricture a person by 
the exercise of muscular force will often maintain a very 
fair stream of urine, though the dimensions of the canal 
are considerably reduced, so will an individual with a 
large prostate compensate to a certain point for efficiency 
by a frequent performance of the act of micturition. 
Hence it behoves us in all cases where there is an absence 
of other causes of irritation, such as are presented by 
stone, tumour, inflammation, or the condition of the 
urine, to regard frequent micturition in an elderly male, as 
an indication that he is probably suffering from an early 
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form of prostatic obstruction. The presence of this> 
symptom in an inconvenient degree and in the absence of 
any other cause such as I have indicated, is sufficient to 
warrant a physical examination of the suspected part. 
The discovery of some enlargement of the prostate by 
exploration of the finger in the rectum is prima facie 
evidence that the frequency in micturition is merely 
an indication that the growth is commencing to interfere 
with the proper performance of micturition. Such being 
the case, it is hardly necessary to point out that the 
artificial rest to the part which is frequently obtained by 
the use of opium and belladonna suppositories, except so 
far as removing spasm is concerned, is really an inter- 
ference with an adaptation in the manner of conducting 
the process of micturition which is essentially associated 
with the altered physical condition of the parts. If in a 
system of water works you materially alter the shape,, 
and structure of the main valve at the outlet, you can- 
hardly expect that the discharge will be the same as 
under the previous regime. 

And now I will proceed to show you by what means 
we may contrive to improve matters when there is evi- 
dence by the symptoms it provokes that the enlarging 
prostate is assuming a shape where urination is, and will 
probably continue to be, increasingly obstructed. Having 
drawn my first illustration from what nature will 
spontaneously do in reference to this difficulty, I 
will take a second one from the same source before 
I prociBed to notice the mechanical contrivances which 
may, under such circumstances, be used with advantage. 
Persons with large prostates and who are not incon- 
venienced by them are quite unconscious of the 
spontaneous process by which the conservation of their 
urinating powers is preserved. It is not by a rapid 
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destruction or alteration in tifisue consequent on some 
violent inflammation where, as we sometimes see, a per- 
manent advantage follows, but by the induction of a 
process of which we are absolutely unconscious, and this 
fact must be uppermost in our minds, so that we may 
so guide our efforts as nearly as possible to imitate that 
which nature does not only with impunity^ but with so 
great and permanent advantage. 

With the object I have now in view, I would in the 
first place say that bougies are, as a rule, to be used 
and not catheters. I am quite sure that unless there is 
some special reason for it, it is a great mistake to inter- 
fere with that degree of residual urine which is 
met with in most cases of prostatic obstruction, 
especially in its early form. What we have to da 
is to bring about such a conformation of the outlet from 
the bladder as to render residual urine unnecessary. 
Apart, however, from this point, which is an important 
one, it must be remembered that a flexible bougie 
generally enters the bladder much more easily than any 
catheter, as the stiffening which the eyes of the latter 
entail render it less capable of adapting itself to the 
canal. The special instruments I employ for moulding 
the prostatic urethra are of three kinds — the whip bougie, 
the ordinary olive-headed instrument, and the bougies 
h ventre^ or bellied bougies, which I first introduced 
some years ago for this purpose. I prefer the last- 
mentioned, (Fig 1 .) in reference to which I can only endorse 
what I wrote of them nine years ago. (a) Whatever 
instrument is selected care should be taken to ascertain 
that it can be used easily and without causing pain, 
as the object in view would thereby be defeated. 

(a) '* The FreTention of Stricture and Prostatic Obstmc on." 188L 
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The narration of a single case of some years' standing 
will enable me to complete the particulars which seem 
to me to be of importance in connection with the 
modelliog treatment of prostatic obstruction. In 1883 
a medical man, set. 62, consulted me for 
symptoms which he was inclined to attri- 
bute to a stone in the bladder. For some 
months he had been suffering from extreme 
irritability both by night and day, and 
particularly in the morning on rising. He 
was engaged in an active life, and the 
urgent desire to micturate every two or 
three hours became extremely irksome and 
inconvenient. He had a great dislike to any 
instrumental interference, and up to the 
time of my seeing him had refrained to use 
a catheter, although he had been frequently 
urged to do so. His habits and modes of 
life had always been extremely temperate 
and regular. Examination by the iinger 
in the rectum showed that he had a moder- 
ately enlarged prostate. As he wished to 
be searched for stone the introduction of 
the sound showed by the manner in 
which the handle of the instrument had to 
be depressed to enter the bladder that the 
floor of the prostate was very considerably 
elevated and enlarged. There was no 
stone nor evidence of any disease except 
the enlarged prostate. There were about 
two ounces or rather more of healthy resi- 
dual urine. Having explained the nature of 
the case to him I advised him not to 
tise a catheter, but to accustom himself to the regular in- 
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troduotion of a suitable bougie. To commence with I 
gave him one of the whip bougies, which I was then in- 
troducing into practice, and asked him to pass it every 
second or third night on going to bed. In the course of 
three weeks he got quite accustomed to this very simple 
form of instrumentation, and I then substituted the 
smallest sized bougie a ventre or prostatic dilator as pre- 
viously described. He passed this for himself on going 
to bed about twice a week, and very gradually increased 
the size of the instrument by three or four numbers* 
He reported himself at the end of six months, having 
persistently carried out this treatment in conjunction 
with the pursuit of his ordinary business. His condition 
then was as follows :~ His propulsive power in urinating 
had increased, the irritability of the bladder had 
gradually subsided, the calls to urinate being hardly 
more frequent than normal, and the amount of residual 
urine had diminished from rather over two ounces to a 
little less than four drachms. Nothing else had been 
done medicinally except the treatment I have mentioned. 
I saw this gentleman casually two years afterwards, and 
learnt that he was as well as ever. He told me that he 
did not think there was the least necessity for using his 
instrument, but as it was no inconvenience to him he 
preferred doing so once a week just before going to bed. 
His urine was acid, and in other respects healthy, and 
the bladder completely emptied itself. 

A useful commentary on this case was suggested to me 
by the remarks of another medical man to whom I was 
relating it. '' How is it,'' he said, *^ that I have not 
derived a similar benefit? I had to commence the 
catheter life fifteen years ago, and a day has never gone 
by since without my passing into my bladder a No. 10 
English flexible catheter at least twice in the twenty-four 
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hours.'' My reply was this : '^ You did not commence 
to draw off your urine until atony of the bladder had 
proceeded so far that you could not get on without this 
expedient, and when by the regular and persistent use of 
your catheter nature found out that muscle was not 
necessary for your act of micturition, either in part or in 
whole, she ceased to supply it. I have not the least 
doubt that my friend whose case I have just related 
would have been in a similar position to yours had we in 
the first instance supplied him with a catheter instead 
of a bougie, and told him to go on using it." 

Before closing this lecture I should like to make a few 
remarks in reference to the larger class of cases, namely, 
those who have h3rpertrophied prostates but are in no 
flense inconvenienced by them. As I have said before, a 
person so circumstanced must be regarded as more liable 
to some sudden urinary disturbance than one who is not. 
Hence I have been in the habit of enumerating a few 
points which in the management of elderly males have 
proved of service. 

1. To avoid being placed under circumstances when the 
bladder cannot be emptied at wilL Nothing is so bad for 
a large prostate, though it may be working satisfactorily 
Bs an enforced retention. It is often the, first cause of 
a permanent atony. 

2. To avoid checking perspiration by exposure to cold, 
and thus throwing additional work on the kidneys. In 
climates like our own elderly persons should, both in 
fiummer and winter, wear flannel next the skin. 

3. To be sparing of wines and of spiiibs (if used at all), 
exercising a marked diuretic effect either by their quan- 
tity or quality^ select those which promote digeition 
without palpably affecting the urinary or^ane. A glass 
of hot gin and water, or a potent dose of sweet spirits of 
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nitre will not do anything to remove the residual urine 
•behind an enlarged prostate. 

4. To be tolerably constant in the quantity of fluids 
daily consumed. As we grow older our urinary organs 
become less capable of adapting themselves to extreme 
variations in excretion. Therefore, it is desirable to keep 
to that average daily consumption of fluids which expe^ 
rience shows to be suflScient and necessary. How often 
has some festive occasion where the average quantity of 
fluid daily consumed has been largely exceeded, led to tho 
over-distension of a bladder long hovering between com- 
petency and incompetency. The retention thus occa- 
sioned by suspending the power of the bladder has 
frequently been the first direct step towards establishinc 
a permanent, if not a fatal, condition of atony or paralysiA 
of this organ. 

5. It is important that from time to time the re- 
action of the urine should be noted. When it becomes 
alkaline or offensive the use of the catheter may be 
necessary. When a catheter is required it is most im- 
portant that its selection should not be entirely left to 
the instrument maker. There are other points to be 
considered beyond the fact that it is to serve as an arti- 
ficial outlet for the urine from the bladder. An unsuit- 
able cathether in a prostatic case may do much permanent 
harm. 

6. Some regularity as to the time of performing 
micturition should be inculcated. We recognise the 
importance of this in securing a regular and healthy action 
of the bowels, and though the conditions are not precisely 
analogous, yet a corresponding advantage will be derived 
from carrying out the same principle in regard to mictu- 
rition. 

Of the medicines I have found most useful in 
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OOD junction with mechanical means in restoring the tone 
of the bladder, I would mention here the ergot of rye 
which I generally give in the form of the fluid extract in 
cinnamon water. Its value in promoting muscular con* 
tractility is generally recognised. In my next lecture I 
shall consider the treatment of some advanced forms of 
prostatic obstruction. 



LECTURE II. 

The Operative Treatment of Advanced Forms of ProHath 

Obstruction, 

1 HAYS Beleoted this subject for our oonsideration this 
aftemooD, and I would again remiud you that I oonfioe 
myself to dealing with the single symptom of obstnio- 
tion to mioturition, quite independent of any size that 
the prostate may assume, knowing well that hypertrophy 
may occur without causing the individual such an amount 
of inconvenience as to demand surgical interference. 

As I have said before, obstruction to micturition may 
be a process of gradually increasing difficulty, or on« 
suddenly brought about by some casual oiroumstanoe 
which may or may not have been avoided. Whatever 
may be the mode of its incidence we frequently meet 
with persons whose function of micturition is entirely 
and permanently spoilt by the difficulties and oomplica* 
tions attendant upon a large prostate. Ho long as » 
person so drcamstanoed can keep himself comfortable by 
the use of a catheter, so long as the calls for this instni« 
ment are not of such frequent occurrence, both by day 
and night, as to seriously interfere with bis health, or to 

prevent him earning bis subsistence, 1 do not think that 

c 
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farther measures are likely to be called for, unless under 
very exceptional circumstances. Surgery, however, has 
to provide not only for the ordinary course that a dis- 
ease is likely to take, but for all the contingencies to 
which it is liable. Hence I propose to consider in the first 
place the conditions to which catheterism alone is in- 
applicable as failing to give sufficient relief, and secondly, 
the varieties of relief for such states that surgery offers. 

I do not think there is any phase connected with 
advanced forms of prostatic disease which is more intoler- 
able and wearing to the individual, than that ceaseless 
desire to evacuate the bladder which is occasionally met 
with. Tet in practice, instances will come under your 
notice where the whole life of the individual both by 
day and night, is as it were given up to the single act 
of introducing the catheter. Here the instrument, as a 
patient once said to me, becomes a Tantalus of the worst 
form, as not the slightest relief follows its application. 
Then there are cases where the mechanical act of intro- 
ducing the catheter is an increasingly difficult one by 
reason of the obstacle that the growing prostate presents. 
A patient who has been using a catheter for some time 
with great advantage finds that he has to select a 
smaller size, then he tries a different shape, and so he 
goes on until at last both he and his medical attendant 
discover that there is always difficulty, whatever kind or 
size of catheter is used. Then haemorrhage attends these 
trials, at first occasionally and afterwards constantly, and 
this is frequently followed by cystitis and other compli- 
cations, amongst which orchitis may be mentioned. This 
condition of afifairs does not often last long unless some 
easier mode of evacuating the urine is provided. 

In a third class of cases you will find that in the 
course of its growth a portion of the prostate in the 
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iorm of one or more peodnloos growths, eocroadieB upon 
the interior of the bladder aod keeps np a oonstaat state 
of (^stitis, often Ur in excess of what is seen associated 
with the most irrogolar stones. Here the nrine is 
.generally loaded with a maco-pnmlent deposity in whidi 
particles of blood will Ireqnentlj be noticed. Farther if 
joa look at specimens of this kind which wiD be foond 
in any pathological mosenm, the ureters will be seen to be 
patent and largely diJated, eWd^itly showing not only 
how great the obstroction has been, bat how easQy the 
damage may eater the interior of the kidney. What 
4san catheterism and washings-oat do for cases coming 
nnder this category I Then there are instances of a yeiy 
exceptional natare where the ordinary modes <^ treat- 
ment are inapplicable. In one case that occars to me 
the prostatic urethra became so inordinately seositivey 
and the spasm that catheterism excited in the prostatie 
urethra, so great that the patient actoaUy wore an instru- 
ment in his bladder, more or less constantly for oyer two 
years. I beUcTe this case was in the first instance one 
of those rare ones of prostatic fissure, analogous in many 
respects with what is seen within the anus and the female 
urethra. I operated upon him three years ago, dividing 
his prostate, and at the same time removing some secon* 
dary phosphatic calculL He is now alive and well and 
though he passes his urine more frequently than natural 
be has never since had occasiou to use a catheter. Though 
in the majority of instances the advanced forms of 
prostatic obstruction are arrived at by a process of in- 
creasiog difliculty in urination, the disease sometimes 
assumes this position without giving anything which 
could be spoken of as an adequate warning. Retention 
of urine, following aj^Murdutly soma trivial cause, sud- 
denly occars and the practitioner fiods himself feoe to 
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face with one or more of the oomplioations to which I 
have just referred. There is great difiSculty in introduc- 
ing or re-introducing the catheter hy reason of the form 
the prostate assumes ; the retention of an instrument in 
the bladder is intolerable to the patient, if it is tied in 
it is withdrawn and all the trouble and pain connected 
with its re-introduction have to be repeated ; or the 
engorged condition of the parts is attended with haemor- 
rhage which recurs every time instrumentation has to be 
practised. These are phases of the acute form of obstruc- 
tion which most practitioners are not only familiar with^ 
but who know from experience how futile catheterism 
alone has proved under such circumstances. 

For the relief of these difficulties, whether occurring 
gradually or suddenly, various methods of treatment 
have been practised, to which I shall now refer. In 
dealing with this part of my subject to-day, I hope I 
may be pardoned if I do so from a somewhat personal 
standpoint, as I think it will be seen that I have taken 
a considerable interest, not entirely in a passive form, in 
this aspect of the question. 

In 1881 1 published the particulars of a case where to 
meet the pressing difficulties connected with an obstruct- 
ing prostate such as I have just referred to, I adopted an 
expedient which I believe was entirely novel at the time. 
I had long felt that the operation of puncturing 
the bladder from the rectum for retention of urine in 
oases of an enlarged prostate was one that could only be 
recommended for a very temporary purpose, inasmuch as 
it was impossible to retain the tube sufficiently long in such 
a position as to permit of an adequate degree of bladder 
drainage being practised with any regard to the comfort 
of the patient. Nor did the supra-pubic method of 
puncturing the bladder, and retaining a tube in this 
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position recommend itself to me, chiefly on the grounds 
that it seemed to me to be neither a convenient spot for 
the patient, nor was it sufficiently dependent to secure 
perfect drainage. With these views in my mind, I 
determined to puncture the bladder, when the necessity 
arose, from the perinseum through the enlarged prostate, 
and to retain a drainage tube in this position as long as 
might be necessary. In the instance J am now referring 
to, the patient was a man of 84 years of age, who was 
much reduced by an advanced form of prostatic obstruc- 
tion. Though a catheter could be introduced, I clearly 
saw that unless some more efficient and direct method 
of urine drainage was provided, he would speedily 
fiink. Under these circumstances, I tapped the bladder 
from the perinseum through the largo prostate with the 
instrument I had prepared for this special purpose, and 
which 1 will now show you. The operatipn of tapping 
the bladder when distended from this position is one 
that is not attended with any difficulty. The point of 
puncture is one inch in front of the anus, and the 
direction in a line towards the umbilicus. The trocar is 
so devised that urine escapes from the handle of the in- 
strument immediately the interior of the bladder is 
reached. In the instance now under notice, the patient 
was at once relieved, and in twenty-four hours he was 
up, sitting in an easy chair — an important matter with 
old people. I will not trouble you with the details of 
this extremely interesting case as they have already been 
published in full (a). For about six weeks after the 
bladder was tapped, the patient passed urine entirely 
through the prostatic cannula, and he was able to go 
about as if nothing ailed him, by means of a tubd 

<a) " Sai^cal Disorders of the Urinazy Organs." Third edition. By 
Reginald Harrison. 
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apparatus specially adapted for this purpose. Then it 
was noted that urine, in gradually increasing quantities 
began to flow through the natural passage, indicating 
that the prostate was ceasing to obstruct. The cannula 
was removed six weeks after the operation — the wound 
completely closed in the course of a few days, and the 
patient entirely recovered. He died at the age of 90 
without any recurrence of his prostatic troubles. What 
was most interesting to observe in this case was the 
prostatic atrophy that seemed to follow the operation. 
I examined this patient two years after the operation^ 
and could find no evidence that the prostate was en- 
larged. I hfkve had on two occasions to repeat the 
operation, with results entirely corresponding with th& 
case I have related more at length. I have not yet been 
able to collect the evidence in reference to the shrinking 
of the prostate which has followed this procedure, 
but my own observations in reference to this particular 
point have been corroborated by others. Mr. Weston, 
of Stafford, has kindly given me the particulars of a case 
of a very similar nature, where, after the operation, a 
very considerable diminution in the size of the prostate 
was observed. 

But though this method of proceeding was especially 
applicable to those extremely rare cases of retention of 
urine due to a large prostate, where it was thought that 
no catheter could be introduced, it seemed to me that 
there were others which would be more advantageously 
dealt with by an opening from the perinaeum, which 
would allow of digital exploration of the enlargement 
followed by drainage. This procedure formed the subject 
of a communication I made before the International- 
Medical Congress at Copenhagen in 1884. It consists 
in puncturing the membranous urethra on a grooved 
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stafi in the median line of the perinadum sufficient to 
permit the introduction of the index finger within the 
prostatic urethra, to this extent resembling Cock's 
operation. Haying thus obtained access to the interior 
of the bladder by a very limited incision, 1 have dealt 
with the prostate in three different ways. (1) By a 
division of the floor of the prostate as a preliminary to 
the insertion of a drainage tube. (2) By the enucleation 
or removal of some portion of the prostatic mass before 
putting in the tube, and (3) by the insertion of the 
drainage tube alone. T have now operated in these ways 
on something like thirty-five cases of advanced prostatic 
obstruction, excluding malignant growths in males over 
60 years of age, for reasons such as I have stated, 
where catheterism proved insufficient to give adequate 
relief. In eighteen of these cases, either the floor of the 
prostate was divided, or a portion of the enlarged 
prostate removed before the drainage tube was intro- 
duced, whilst in the remainder the perinseum was opened 
merely for the introduction of the tube. I should like 
to say a few words about these operations, which have 
now ranged over somewhere about seven years, and the 
points that I would speak to on this occasion are these : 
(1) The risk of operations of this kind. (2) The present 
or subsequent condition of the persons, as far as I know, 
who have been thus treated, and (3) the efi^Bots that 
may have been observed on the enlarged prostate. Of 
the deaths, I only know of three, one, a week after the 
operation, and another four weeks, and the third two 
months afterwards. In these instances the patients, 
judging from the condition of the kidneys and ureters 
from previous back-pressure, lived longer and more com** 
fortable than they would otherwise have done. One 
man, aged 68, died over six months afterwards from a 
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paralytic seizure. Duriog this illness it was not fonnd 
necessary to use a catheter for him. Two persons died 
over twelve months after the operation, from causes 
that I have not been able to ascertain, but as in this 
interval they had been well and active, they can hardly 
be included in the list of mortality. What, I would ask, 
would the mortality have been, had all these cases 
been left to endure the troubles that attend constant 
catheterism under difficulties P Of the remainiog twenty- 
nine persons, something is or has been known of nineteen 
of them, at intervals of time over twelve months after 
the operation. Three of these have a permanent opening 
in the position of the wound. Two of, these catheterise 
themselves in this way, and report themselves as perfectly 
well. The third had, in addition to an obstructing 
prostate, a tight urethral stricture, and now micturates 
at natural intervals through the perioieum without the 
aid of the catheter. Of the sixteen whose artificial 
openings have soundly closed, ten are quite independent 
of the use of the catheter, three of them being extremely 
feeble by reason of advanced years. Of the remaining 
six, four have to use the catheter as before the operation, 
but dp so without difficulty, or without causing 
haemorrhage. The two remaining cases have in addi- 
tion had temporary difficulty in catheterism. In one of 
these the obstacle seems to have been due to 
the impaction of a calculus from which he has 
occasionally suffered for some years. Of the remaining 
ten, of whose condition nothing is known or can be ascer- 
tained,four are believed to have left England altogether. 
And now I come to the third question which a 
retrospect of these cases suggest, namely, Uave any 
effects on the large prostate been observed? I have 
already stated that shrinking of the enlarged prostate 
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lias been known to follow when the bladder has been 
tapped through it, and the cannula retained for some 
time. I am equally certain, and have pointed it out to 
others, that I have seen the same shrinkage occur where 
the urethra has been opened and a tube introduced for 
the purpose of drainage without any damage being 
inflicted by section, puncture or otherwise on the pros- 
tate. This has been more or less evident in the majority 
of the 19 cases previously referred to, in some to a very 
marked degree. Hence one is less surprised at finding the 
marked and permanent benefit in micturition which some 
of the cases referred to undoubtedly presented. This obser- 
vation has led me to inquire as to the precise circumstance 
connected with this class of operations on the enlarged 
prosiate which seemed to have been coincident with this 
extremely important change. The facts appear to point 
to the inference that where the bladder is drained incon- 
tinently for some weeks, I speak of from three to six 
weeks, an enlarged prostate will undergo a palpable 
degree of shrinkage, and I make this statement on the 
ground that where the drainage has been thus prolonged 
the urine will be found to force its way in spite of the 
tube along the natural passage. I have noticed this on 
so many occasions that when it happens I take it as a 
sign that the tube may be removed. That it has proved 
a correct signal I have not the least doubt, as healing of 
the wound has rapidly followed. Further than this evi- 
dence was also afforded me on several instances that the 
diminution in size was apparent to the finger from the 
rectum. If, as I have ventured to suggest, hypertrophy 
of the prostate is directly associated with the large 
amount of muscular element that enters into its com- 
position, it is not surprising that the induction of a 
state of complete physiological rest should be followed 
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by the result I have noted. However this may be, the 
fact remains unaltered. 

Before referring to the details connected with my 
method of operating and illustrating it, I should like ta 
briefly refer to the practice of suprapubic prostatectomy 
which has been recently introduced by Mr. McGill, of 
Leeds. Taking advantage of the improvements which 
have been so warmly advocated by Sir Henry Thompson, 
and others in regard to this way of opening the bladder 
for stone and other tumours, Mr. McGill has utilised it 
for the purpose of removing more or less of the hyper- 
trophied prostate. At the Leeds meeting of the British 
Medical Association last year several patients were exhi- 
bited, who certainly derived great and I believe 
permanent benefit from the operation. When, however, 
the subjects and the circumstances of suprapubic prosta- 
tectomy are taken into consideration, I do not think 
that it is an operation which is likely to be very 
extensively employed. In hale elderly persons where the 
evidence is very conclusive that a prostatic mass is pro- 
jecting into the bladder and irritating it, we may occa^ 
sionally avail ourselves of it with advantage. With the 
old, feeble, and broken*down, who oftener than other- 
wise furnish the victims of advanced forms of prostatic 
obstruction, we must be content with measures which, 
whilst afibrding immediate and complete relief, entail far 
less strain on the reduced powers of repair of the indivi- 
dual than is implied by a suprapubic removal of more or 
less of the prostate. For this reason, especially, in addi- 
tion to others, I am inclined to limit the operative 
procedure to the opening and draining of the bladder 
from the perinssum as affording a mode of relief which, so 
far as I have observed it, is unattended with risk and ia 
capable of giving not only immediate but permanent 
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And now I will refer to the details connected with 
my operation. The patient being placed in the litho- 
tomy position, a staff with a median groove is passed 
into the bladder. There may be extreme difficulty^ from 
spasm chiefly, in introducing this or any other instru- 
ment up to the time the anaesthetic is administered, but 
when this is done I have always found the obstacle at 
once disappear. The staff being hold in position the 
perinsdum is punctured with a knife one inch in front of 
the anus^ sufficient to enable the index finger of the left 
hand to be placed on the groove in the staff. No dis- 
section is at all necessary or desirable. If the perinseum 
is very deep I sometimes clear the staff at the bottom 
of the puncture with a blunt knife I had made for this 
purpose. The groove having been bared the small 
goriset is made to slide along it into the bladder, the 
handle of the staff being drawn towards the operator to 
facihtate this movement. Then the finger can be passed 
within the prostatic urethra. If the latter is felt to be 
tolerably clear the tube may be at once introduced into 
the bladder. If the condition of the prostate is such as 
to offer any obstacle to the passage of the finger or the 
tube I then introduce a curved probe-pointed knife 
fairly within the bladder and divide the floor of the 
prostate directly downwards. This is best done from 
within outwards. In three instances I have also re- 
moved more or less pendulous portions of the growth. 
The stiff tube is then introduced and retained usually 
from seven to ten days, then a soft tube is substituted. 
For the latter purpose I have employed a contrivance 
suggested by Mr. Annandale, which enables the patient 
to get up and go about, as shown in the figure (Fig. 2.) 
The soft tube which is tucked into the waist belt is con- 
nected with the perineal tube, so that when the patient de- 



siiree to pau wator all ho 
has to do is to let down Uw 
former, and turn a tap wbioh 
is attached to it. Drainage has 
thus been carried out in the 
iDBtances I bare already re- 
ferred to from ten days to 
six weeks. When it is found 
tiiat Id spite of ths taba the 
urine foroes itself, aa it will 
do, along the whole length 
of the urethra, thia is a signal 
that the drainage may be 
discontinued and the opening 
allowed to close. Tha time 
Fio. 2. the tuba should otherwise be 

retained depends of course 
on the conditions that each case presents. 80 long aa 
the urioe remains alltaline and offensive so long must it 
be utilised, not only for drainage but as the most con- 
venient way for washing out the bladder. For the latter 
purpose I find in the first instance a solution of l>oraoia 
aoid, a drachm to a pint of tepid water,a]ost serviceable. 
If under the use of this the urine does not become 
normal I usually Bubstitute the neutral sulphate of 
quinine in the proportion of two grains to the ounce of 
water. Creolin has recently been used for a similar pur- 
pose, but I have not yet tried it sufficiently often as to 
be able to speak to its virtues. I will conclude this 
lecture with the narration of one of my earliest and 
also one of my most reoent cases. 

The first was a man, tet. 73, in ~ " 
he first came under my notica. 
bad had to practice cathetoriam for an enlarged prostate 
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with a considerable amount of residual urine. After a 
time there was increased difficulty connected with the 
introduction of the catheter, and serious hssmorrhage 
frequently took place. His desire to urinate and hia 
strainings were incessant, and nothing, after three weeks 
trial with various kinds of instruments, appeared to give 
him any relief. In February, 1884, he underwent 
perineal prostatotomy, and wore one of my tubes con- 
tinuously for seven weeks. The wound closed within a 
few days after drainage was discontinued. I saw him at 
intervals for two years after the operation. He re- 
mained quite well, and never had occasion to resort to 
the catheter again. On several occasions I passed an 
instrument for him, and could find no obstruction in the 
prostatic urethra, nor did his residual urine exceed a few 
drachms. This man was rapidly sinking under the 
irritation, caused by the constant use of the catheter, 
and there was no doubt in my mind that his improve- 
ment was due to the drainage that was practised. 

The most recent case was that of a man, sat. 75, whom 
I saw ic consultation with Mr. Woodforde, and who 
subsequently was admitted into St. Peter's Hospital for 
treatment. The history and particulars of the case were 
as follows : — He had had retention of urine and fre- 
quency in micturition for eighteen months. For the 
past six months the desire to urinate had been constant, 
and was practically unrelievable by the catheter. When I 
first saw him he was using the instrument every hour 
both by day and night, the urine being most offensive, 
and loaded with pus and mucus. As various means 
for washing out the bladder had been tried I suggested 
his being admitted into hospital. Shortly after his ad- 
mission into St. Peter's I introduced a grooved staff and 
opened the pericaeam for the purpose of putting a drain- 
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The physiological action of drugs on the urinary ap- 
paratus in its general and special application is far toa 
large a subject for me to approach on an occasion such 
as this, even if my limited knowledge of it as a practical 
surgeon permitted me under any circumstances to under- 
take a discussion of this kind. I must therefore limit 
myself to one aspect of the question with the view of 
pointiog out certain properties of normal urine 
relative to the tissues with which it comes in 
contact, the effects which are thus produced^ 
and how the latter may be modified for sur- 
gical purposes. 

That normal urine possesses by the decomposition 
of, its urea the power of acute tissue destruction is 
evidenced by those cases of extravasation of urine 
which most frequently occur in connection with in- 
juries to the urinary organs, and the advanced forms of 
organic stricture. Here may be seen the rapid con- 
version of the whole area, which comes in contact with 
urine so effused into a mortifying mass. This was so well 
illustrated in a case of an extremely rare nature which 
recently came under my notice that I will give you*the 
particulars of it. 

It was that of a boy, set. 14, who I saw in consultation 
a few weeks ago. His history was as follows : he had 
suffered for years from an irritable bladder, and pain fol- 
lowing urination, but nothing appears to have been 
done for him, his parents not wishing an examination to 
be made. Four days before I saw him, when playing 
with some friends in the garden^ he fell [heavily on his 
perinseum astride over some palings, and then on to his 
side; This was followed by swelling of the supra-pubic 
region, extending to the penis and scrotum. There was 
no discharge of blood at the time of the accident from 
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the utethra, nor was retention of urine complete. 
When I saw him four days afterwards the supra-pubio 
region and the skin of the penis were gangrenous, and 
the scrotum distended. The perinaaum was flat and not 
oedematous as is usually seen when rupture of the deep 
urethra from injury occurs. I could not pass a catheter 
simply for the reason that the glans penis was entirely 
concealed by a large oedematous and sloughing prepuce. 
As it was quite clear that extravasation of urine had 
occurred under somewhat unusual circumstances the 
patient was put under chloroform. I then proceeded to 
deal with the different points where relief was obviously 
required to let urine and disorganised tissue escape, this 
consisted in making the incision as for supra-pubio cys- 
totomy, incising on either side the rapb^ the distended 
scrotum, and slitting up the sloughing prepuce along the 
dorsum of the penis where the tension was greatest. This 
enabled me to discover the glans penis, and to introduce 
a silver catheter into the bladder. This at once led to 
the detection of a stone which seemed to be held within 
the prostatic urethra. Though not provided with in- 
struments for lithotomy I thought the stone should be 
removed at once. I therefore cut down in the median 
line on the silver catheter, and opened the urethra in the 
membranous portion. This enabled me to feel the stone 
with my index finger, though as soon as I touched it, it 
fell back into the bladder, however, with an ordinary pair 
of dressing forceps, and my finger in the rectum I suc- 
ceeded in extracting a pointed stone of a torpedo shape, 
weighing nearly three drachms. It was composed of light 
coloured uric acid with a coating of phosphates, and is 
represented in the figure (Fig. 3). 

From the examination I made of the parts I have not 
the slightest doubt the stone penetrated the bladder im- 
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mediately behind and below the pabea at a poiat oorree- 
pondiog wiUi wliat is commoDly called the neok oE the 
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bladder. This permitted urine to be efiueed into the 
apace kaown ae the porta vesioa of Botziiu, and ocoa- 
uoned all the disastrouH eSeata 1 have meatiooed. The 
free drainage whiah the lithotomy wound provided was 
an importaat faotor in the progreaB of the case. Though 
there waa considerable sloughing of the prepuoe and skin 
of the penis, sorotum, emd anpra-pubio region the patient 
made a rapid reoovery. The case ia noique, so far aa my 
experience goes, (or though iDatanoes have come under 
my notice where calculi have made their way througb the 
perinienm by a slow prooesa of inflammation and suppura- 
tion, I am not awaie of an instance where the bladder 
has been suddenly ruptured by a stone it contained in 
the way I have deaoribed, 

Caaea, such as these, however, may not only be 
need for illustrating the acutely destrnotive pro- 
parties of urine, but as indicating liow completely 
Nature provides for all the contingencies of life. 
What oould cnly happen to a man who waa unfor- 
tunate enough to rupture hia urethra when removed 
from su^ioal aid unless the urine contained within itself 
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a property for efiecting its own escape P I am now seeing 
a patient for a perineal fistula whose life was undoubtedly 
saved in this way. He was travelling in the bush last 
year in South Africa, and had the misfortune to rupture 
his urethra by his horse falling when he was hundreds of 
miles away from proper medical assistance. Acute sup- 
puration in the perinssum and sloughing of the scrotum 
followed, but in spite of this he recovered. He is now 
under treatment for three fistulas through which the 
whole of the urine was discharged for many months 
during a process of convalescence under most unfavour- 
able conditions. Still, the acute sloughing which followed 
the accidenti and for which the urine was responsiblci 
undoubtedly saved the life of the patient. 

But though we have evidence in cases such as these 
of the destruction certain elements of the urine are 
capable of bringing about, we have further proof, if this 
were required in instances where the urine by reason of its 
altered character is incapable of undergoing that chemical 
change which is necessary for acute tissue destruction. 

I recorded a case (a) which came under my notice 
some years ago, where a middle-aged man who was being 
attended for Bright's disease suddenly developed what 
was supposed to be an oedema of the scrotum. The 
case proved to be one of urethral stricture, complicat- 
ing Bright's disease, and causing acute scrotal extravasa* 
tion of urine. But though the swelling had been in 
existence for twenty-four hours before I saw him it seemed 
curious that no signs of inflammation and gangrene ap- 
peared imminent. However, as the tension was consider* 
able I incised the parts involved in the extravasation. 
As the fluid escaped from the incisions 1 noticed that it 
had not the ammoniacal odour which is always so per« 

(a) ** Lecture! on Urinary Disorderf ." TUrd EdiUon. P. 46. 
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ceptible in such instances. I was somewhat puzzled for 
an explanation how it was that extravasated urine failed 
to cause signs of gangrene. I subsequently collected 
gome of the urine as it trickled through the wounds, and 
compared it with some drawn off from the bladder by the 
catheter. I found them identical, and chemical analysis 
proved that in both there was an almost complete absence 
of urea, the specific gravity of the urine being as low as 
1004. This, then to my mind solved the mystery, and 
explained that as there was no urea to decompose there 
was no source for the production of the ammonia by 
which the destruction of tissues in connection with ex- 
travasated normal urine is effected. By the absence of 
urea the urine was rendered chemically harmless to the 
tissues with which it came in contact. 

Passing, however, from instances of acute tissue 
poisoning I shall have no difficulty in showing you that 
the same fluid is capable of being placed under circum- 
stances where certain general septic effects may in various 
degrees be developed. If any one who is interested in 
this subject will take the trouble to turn to the records 
of internal urethrotomy as practised only a few years ago 
they will find in the rigors, fever and occasional deaths 
that followed this operation, the most unmistakable 
evidence that experiment is capable of affording, of some 
forms of urine poisoning which seemed to be associated 
with certain conditions under which the urine was placed 
by the nature of the operation that was practised. I was 
so much impressed with this at the time that it led me to 
alter my practice materially in reference to an operation 
which, on other grounds, had much to commend it. 

In 1885 I published (a) a series of cases, where in 
some extremely bad cases of stncture unfitted for any 

(d) BriU Med, Joum., July 18| 18S6. 
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other kind of treatment, I performed internal urethro- 
tomy, and at the same time provided for thorough urine 
drainage by a puncture in the perinsBum, through which 
a tube was passed. Time will not permit me to enter 
into this subject as fully as I could wish, but putting 
aside collateral evidence and advantages connected with 
the proceeding advanced, I established the facts (1) that 
the rigors and fever following operations on the urethra 
were entirely septic, and (2) that they could be avoided 
by providing for more perfect urine drainage. But 
though it may not be possible or expedient to construct 
all wounds on such principles as to secure healing with- 
out the risk of decomposition and absorption of some of 
the element of the process, which is the essence of anti- 
septic surgery, the practice of Lister has demonstrated 
how much may be artificially done by the employment of 
antiseptics to secure this end. If the urine, as I have 
demonstrated, can be placed relatively to a wound under 
conditions such as to make its absorption poisonous to 
the system at large, it has, on the other hand been 
proved possible to so influence it artificially as to render 
such a contingency extremely improbable. 

And this stage of the argument leads me to lay stress on 
what has been spoken of as the sterilisation of the urine by 
artificial expedients. Modern therapeutics have imdoubt- 
edly shown that some drugs can so influence normal urine 
as to cause it to behave very differently from what it 
w[ould otherwise do when brought into contact with cer- 
tain kinds of wounds. The power of quinine in connection 
with operations on the urinary organs has long been re- 
cognised, and there can be but little doubt that this is 
directly associated with the fact that it is so largely eli- 
minated by the urine. Still more striking is the testi- 
mony of Dr. Palmer, of Louisville, U.S.A., who found 
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that he could so steriliBe the urine by the administration 
of borado acid in ten grain doses as to prevent the oc- 
currence of urethral fever after such operations on the 
urethra as internal urethrotomy. My own experience 
in connection with the latter operation corroborates 
this, for after the use of antiseptics, principally through 
the medium of the urine, I have enjoyed an immunity 
from septic fever attacks after operations on the urinary 
passages which compares most favourably with what was 
previously observed. Nor am I disposed to think that 
the power of sterilising the urine so as to render it in- 
nocuous when placed under conditions where otherwise 
it would be liable to generate septic influences is limited 
to quinine and boracic add. Further investigations will 
no doubt show that many other principles are capable of 
exercising somewhat similar powers. For instance, I have 
frequently been struck with the action of hypo pb e op hite 
of soda in half drachm doses in some purulent affections 
of the urinary organs, and I have but little doubt that 
this is due to the direct influence of the drug as a bac- 
tericide in the way that I have endeavoured to lay stress 
upon. 

Passing, however, from the acuter forms of local and 
general urine poisoning, I will proceed to notice others 
belonging to the same category. It is now some years 
ago since Sir Andrew Clark drew attention to certain 
febrile symptoms occasionally following catheterism, 
to which the term catheter fever has been applied. 
In the general discussion which followed the publica- 
tion of these observations, it appeared to me that insuf- 
fident prominence was given to the fact that residual 
urine is an absolute necessity to some bladders, and that 
if an attempt is made to do without it something worse 
^ provided— that is to say, septic urine is substituted for 
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aseptic. In a namber of observations I made in rehr* 
ence to this point, I found that in certain cases of en- 
larged prostate, where the bladder was not generally 
atonic, the removal of acid residual urine was followed 
by the rapid conversion of subsequent excretions into a 
more or less ammoniacal compound loaded with bacteria. 
It was under such circumstances that catheter fever 
was seen, and I cannot find any evidence that it has 
ever been met with where the urine was proved to ba 
normal. 

In the course of the inquiries to which I have just 
referred, I found from repeated examinations that it was 
not difficult to explain how urine thus became acutely 
septic. Where a bladder has been accustomed, we will 
say, to contain three or four ounces of urine, the sudden 
withdrawal of the latter establishes a condition of 
flaccidity of the vesical walls which is favourable to the 
admission of air either by the instrument or the urethra ; 
in the next place, there is an excessive exudation of 
mucus from tbe prostate and adjacent parts ; and lastly, 
sanguineous pouring out takes place from the vesical 
vessels which are thus suddenly deprived of their sup« 
port. In this way material for decomposition is amply 
provided. So satisfied am I that the phyiical condition 
of the suddenly and completely emptied bladder has 
everything to do with the setting up of so-called 
catheter fever — a term which must be regarded as 
merely expressive of what other cavities and spaces in 
the body are capable of prodocing whenever their con- 
tents are in any way analogous — that I consider very 
•pedal precautions should be taken in the first instance, 
whenever residual urine has to be artificially and systo* 
maticaUy removed, with the view of prsfreotiog tlM 
aseptic ooodtiione to wliiob I have refsn^d being pro- 
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vided. What surgeon does not recognise the necessity of 
doing so where a chest or a psoas abscess has to be 
tapped with the view of averting what might, with 
equal force, be called a trocar fever P Where the urine is 
acid to commence with, it should be removed by instal- 
ments; and where alkaline or unhealthy, it should be 
replaced by some antiseptic fluid, the quantity of which 
may from time to time be reduced. There is no better 
antiseptic for the bladder than healthy urine ; there is 
no more dangerous one than when the latter is made to 
undergo active decomposition. 

In failing to recognise a septic cause for the fever 
which occasionally accompanies catheterism; and referring 
it to some occult morbid condition of the nervous 
system, I cannot help observing that the same kind of 
explanation was advanced up to a few years ago as 
explaining the rigors and fever following the use of 
instruments for urethral stricture, until I demonstrated 
by a series of operations (a) that these phenomena were 
due to the absorption of some products of the urine, 
probably of the nature of alkaloids. On this being 
recognised and provided against, as it now is in most 
operations on the urethra, the occurrence of such com- 
plications, often attended with considerable risk, has 
been largely diminished, if not entirely prevented, in the 
practice of most surgeons. 

Having briefly reminded you of certain local and 
general poisonous effects that normal urine is capable of 
producing, and how these effects may to a large extent 
be prevented or provided against, I will proceed to notice 
certain drugs which seem to me to exercise, probably in 
the mode in which they are eliminated, a beneficial effect 
on some of the disorders connected with the urinary 

(a) Leitsomlan Lectures, 1888. 
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apparatas. la the present day, when we are overwhelmed 
with the number of new drugs coming under notice, one 
is rather disposed to speak with reservation on such a 
subject. Still, on the other hand, there can be no doubt 
that the field of therapeutics is steadily extending, and 
that valuable additions are from* time to]| time being 
made. Early in 1886 my attention was first called to 
the use of Pichi {fabiana imbricata) in connection with 
«ome diseases of the urinary tract. The case in point 
was that of a gentleman who had long suffered froqi 
attacks of renal colic and fasematuria. On several occa- 
sions he had passed uric acid stones of considerable size 
after much pain, and once I had to crush a calculus for 
him which was too large to escape along the urethra. 
Whilst travelling in Bolivia that year he was seized with 
a similar attack, and was treated entirely by means of an 
infusion of Pichi, which he seems to have drank ad 
libitum. He got through this attack very much better 
than previous ones, a fact which he attributed to the 
new medicioe. He brought me home some specimens of 
the raw material such as you see on the table. 

For the last four years I have been using this drug in 
the form of an infusion and fluid extract, in drachm 
doses of the latter, pretty extensively both in private 
and hospital practice, with, I believe, considerable bene- 
fit. I have found it useful in many instances of the fol- 
lowing:—!. In renal colic and the passing of calculi 
through the kidneys and along the ureters, attended 
with heematuria: though not exercising any solvent 
power it seems by its action on the tissues in some way 
to favour the escape of the stone, and thus to suppress 
the bleeding. 2. In the haemorrhage which frequently 
accompanies cancer of the bladder. In the case of a 

medical man who was recently under my observation it 
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certainly gave more relief than anything else that was 
tried, as I have also noted in otiier instances. Lastly^ 
the sedative action of the drug on the mucous mem- 
brane of the bladder has proved beneficial in many 
instances of irritability connected with a large prostate. 
After the bladder has been properly cleansed by irriga- 
tion and disinfected, it has been frequently found that 
the calls to urinate were far less urgent when the Pichi 
was being used. 

Acting somewhat similarly though less astringent in 
its properties, and therefore of less value when there is 
hsemorrhage, I have found an extract prepared from the 
berries or fruit of the Saw Palmetto (Serenoa serrulata) 
very serviceable. Writing in reference to his own case, a 
surgeon in America says : — ** I do not know whether you 
have used the saw palmetto in cases of prostate trouble. 
I have used it several times with apparent advantage.'' 
It is stated to be a plant of the palm tribe, which is indi- 
genous to the coast of Florida. It appears in the first 
instance to have been used medicinally as a demulcent 
in connection with irritative disorders of the respiratory 
mucous membrane. It is also stated to possess fat pro- 
ducing properties in the case of animals that feed upon 
its fruit. Messrs. Bell and Co., of Oxford Street, have 
prepared me a fluid extract from the berries, which, in 
doses of half a drachm to a drachm in water has proved 
of service in cases of irritable bladder. It seems to act 
something like pareira, and is a good substitute for it. 

Of the chemical products which I have tried in this 
class of disorders, I would mention saccharin in half 
grain doses. Attention was first drawn to it by Dr. 
Little (a) as being useful in preventing ammoniacal 
change in urine in cases of cystitis. Where the mucous 

(a) Dublin Journal, Jane, 18S8. 
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membrane of the bladder throws off large quantities of 
mucus and the urine undergoes rapid ammoniaoal de- 
composition, I have on several occasions noted that the 
latter becomes healthy and acid under the use of sac- 
charin. On discontinuing the drug I have also observed 
that the urine will speedily return to its original condi* 
tion. Eence it may be found useful in readily providing 
against conditions which cannot be radically altered. 
Dr. Thomas Stephenson and Dr. Woolridge (a) have 
shown that saccharin may be taken for a considerable 
period without interfering with the digestive or other 
functions of the body. 

Before closing the lecture I will show you a prepara- 
tion which was first made for me some years ago by Olay 
and Abraham, of Liverpool, which I have now used rather 
extensively. It is described as the borocitrate of mag« 
nesia. My attention was first called to it by a paper by 
Dr. Kochler, of Kosten, {b) who advocated its employ- 
ment in cases of uric acid calculi and gravel. It is pre- 
pared by dissolving a natural borate of magnesia which 
is found at Strassfurt in citric acid. It forms a white 
powder with a sourish taste, and is given in teaspoonfol 
doses in a tumbler of warm water two or three times a 
day. I have tried it in several cases of impacted renal 
calcaU, whfch have oome to this hospital with the view of 
having the stone removed by operation. Here are two 
specimens of stone which have been passed by two 
patieiits within the last lew days who had been taking 
the boracite for some wedcs previoosly for attadcs of 
lenal colic and h ae morrh a ge. One of the stones yoa will 
see, presents a shgfatly worm o a te n ^tpearaoce as if it 
had been e^wsed to some solvent action by wfaet its 

(«) narmmemtkml Jtmnml^ 0ec Isl, UM. 
(») Artts KUm, W^ekm., 5ov, 3»d, 1879. 
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looseniDg and ultimate escape had been facilitated. I 
do not pretend to o£fer any reasons based on the che- 
mistry of the subject for what I am showing you, all I 
can say is that I have frequently known the discharge of 
these bodies, whose presence had previously been sus- 
pectedf to take place after the use of the salt. It may 
be all it does is to secure that the individual shall take 
at stated times more fluid than perhaps he would other- 
wise do ; an important point upon which Sir William 
Koberts has laid stress. I am, however, disposed to 
think, from what I have seen, that it does more than 
thus induce a person to flush his kidneys with a bland 
fluid by no means disagreeable to take, but that it is 
capable of modifying or altering the crystalline form in 
which uric acid is discharged and of exercising a solvent 
power on some kinds of urate stones. 



LECTURE IV. 

HEMATURIA: ITS SIGNIFICANCE AND 
SURGICAL TREATMENT. 

I HAD intended to bring ander your notioe to-day 
some points connected with the selection of catheters and 
other instmments used in the treatment of urinary dis- 
eases ; I find, however, I have already said a good deal 
upon the subject, and that what remains to be added 
may be incidentally introduced with other material. 1, 
therefore, propose speaking to yon about hsematuria in 
more special reference to its surgical significance. In 
order that I might provide myself with a text, and io 
approach a very wide and important subject with some 
degree of system and concentration, and at the same 
time with a direct bearing upon practice, I have carefully 
gone over my note books containing the records of my 
private pcaotice, and selected the last hundred oa s es of 
true baematuria that have come under my observation* 
Apart from my notes roost of these cases, being ooni' 
paratively recent, are within my recollection, aod in 
regard to a considerable proportion I can speak from a 
more continuoiis knowledge of them than I could do 
of a similar number ci hospital or public petieoli* 
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For^it must be Eoted that cases of hsematuria often run 
over very considerable periods of time without seriously 
injuring or inconveciencing the individuals who suffer in 
this way. I have taken the cases just in the order they 
have come under my notice, only rejecting those where 
the bleeding from the urinary passages occurred under 
circumstances which cannot be said to have anything 
but a very limited significance. I refer to such cases as 
those where blood is mixed with the urine as a conse- 
quence of the use of catheters and other instruments, 
and in connection with gonorrhoea, and the use, or rather 
abuse of injections ; these I have excluded from my list. 

In the hundred cases I have thus taken I will put in 
the order of their frequency the causes which in my 
belief have produced this symptom or are responsible 
directly for its continuance :•— 

Kidney stones 30 

The hypertrophied prostate of elderly 
males ... ... ... ... ... 20 



Bladder stones 

Tumours of bladder and prostate— mostly 

malignant ... 

Urinary tuberculosis 

Stricture of the urethra 

Cystitis not due to a senile prostate 

The passing of crystals from the kidney 

downwards... 
Traumatisms or their effects 

Filaria sanguinis homin is 

Of very doubtful origin 



14 

13 
6 
5 
3 

3 
2 
1 
3 

100 



I am not at all sure whether, in this country at all 
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events, the order of frequency which I believe occurred 
in my practice does not represent tolerably accurately 
the general experience in reference to this one symptom. 
I say this country, because local conditions may have a 
largely determining influence. For instance, if statistics 
on a large scale were taken in certain parts of the East, 
as in Egypt, it would be found that the haeoiaturia due 
to a parasite largely predominates. In certain districts 
of England, as well as in the practice of some ruedical men, 
the hadmaturia due to stone and gravel might be even 
much in excess of that which I have put it at, but taken 
as a whole the proportions I have given will, I think, be 
found fairly representative. 

Hsematuria may be regarded as a tolerably constant 
symptom of stone in the kidney, and is, I believe, more 
to be relied on for diagnosis than any other. It is not, 
however, invariably present. In the case of a man from 
whom I removed two stones from the kidney a few 
months ago with success, this symptom was absent, the 
indication for the operation being the acute paroxysms 
of lumbar and testicular pain from which he suffered. 
The persistence of h hematuria associated with symptoms 
of renal colic is sufficient to warrant the exploration of 
the suspected organ by an incision in the loins. I have 
practised the lumbar incision as elsewhere described (a) 
and have every reason to be satisfied with it. 

In the thirty cases of hsematuria due to impacted 
renal stone which I have tabulated, there were several 
where the escape of the calculus followed the use of bo- 
racite as described in the previous lecture, and with this 
the cessation of the hoemorrhage. 



(a) Notes on the Surgery of the Kidney, Liverpool ^ffdico•Chirur^ 
gical Journal, Jan. 1880. 
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It may not be out of place to point out here that the- 
descent of a calculus from the kidney may be favoured 
sometimes by the distension of the bladder with water 
and its regurgitation along the ureters. I have endea- 
voured to show in a paper on the subject (a) how this 
may be done, and how very little it sometimes takes to 
favour the dislodgment of a stone from the kidney which 
may have been a source of haemorrhage and pain for some 
time. 

Stone in the bladder was attended with bleeding in^ 
fourteen instances. Hsematuria is not as a rule a con- 
stant symptom of this affection, though the circumstances 
under which it occurs are generally very significant.. 
When you hear of a person with an irritable bladder who 
cannot, for instance, take horse exercise, ride on an om- 
nibus, or walk along a rough road without seeing blood 
in his urine, you may take it as a good hint that he 
may have a stone in the bladder. At all events, in the 
absence of other indications it is generally worth acting 
upon and suggesting that a sound should be passed, and 
the bladder explored. Then an acute attack of hsema- 
turia, followed by irritability of the bladder, may some- 
times indicate that though a stone has passed down from 
the kidney it has not escaped by the urethra. This hap- 
pened in two instances out of the fourteen I have tabu- 
lated. In both cases a single crush with the lithotrite 
effected the immediate discharge of the fragments with 
DO further inconvenience to the patient. 

If, after patients have suffered from undoubted signs of 
renal colic, and no stone is known to have been passed, 
they could be induced to have the bladder explored, and,, 
if necessary, a lithotrite introduced, the mortality after 
stone operations would be practically nil. 

(a) The Lancet, March 10th, 1888. 
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In three instances out of my hundred, the passing 
of crystals, chiefly uric add, was apparently responsible 
for the appearance of blood in the urine. In none of 
these cases was the amount of blood considerable. Some 
persons seem never to be well unless they are passinji^ 
large quantities of uric acid, and ever3rthing which tends 
to check the excretion appears to add to their discom- 
fort. I believe the haemorrhage that attends these dis' 
charges of uric add is connected with the precise nature 
of the cystalline form, as a change in the shape of the 
crystal is often followed by a cessation of this symptom. 
It is under these circumstances, and with this object that 
the waters of the Yosges, such as Oontrexeville and Yittel 
often prove of so much service. The youngest patient of 
the three coming under this category was a female child, 
a few months old, whose urine contained a large number 
of uric crystals which seemed to be the cause of the 
bleeding. The patient was fed on equal quantities of 
milk, barley, and Oontrexeville water, under which the 
symptoms disappeared. Apropos of hsematuria caused by 
crystals, I would refer to a correspondence (a) relating to 
the presence of blood in the urine after eating cooked 
rhubarb. I have known this happen on several occa- 
sions, espedally where the drinking water is hard, as 
pointed out by Dr. O^Neill, crystals of oxalate of lime 
being found in the urine in abundance. I have also seen 
the most profuse hsematuria occur after an excessive in- 
dulgence in asparagus. 

Senile enlargement of the prostate appeared to be 
responsible for twenty cases of heematuria out of the 
number. In the majority of instances the amount of 
bleeding was not large, but it would recur from time to 
time on very slight causes, such as cold and fatigue. 

(a) TJU Lancet, Joljrfitb, 1«0O. 
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There are a good many persons with large prostates who 
get temporary attacks of bleeding much on the same 
principle as others do who suffer from piles. Dr. Frank 
reminded me the other day that the term ''prostatic 
pile '' was a condition recognised by some German writers 
on this subject. I fully appreciate the force of the ex- 
pression. When the bladder is capable of emptying itself 
tolerably well this symptom is merely a temporary one 
and usually disappears with some restrictions in diet and 
a little active purgation. There is, however, one condi- 
tion of the senile bladder which adds considerably to 
the trouble connected with this kind of bleeding. I 
refer to those instances where it occurs with a large 
prostate and an atonic, or almost completely atonic, 
bladder. The great safeguard against prostatic haemor- 
rhage is the power of the bladder to exercise pressure. 
In two instances not only had I to empty the bladder of 
blood, but to keep it empty by pressure upon it, and the 
retention of a catheter until the tendency to bleed had 
<}eased, just as is done with the flaccid uterus. In both 
the instances I refer to this was successfully accom- 
plished, and the patients recovered, though the loss of 
blood was considerable. It is not the least use depend- 
ing upon haemostatics in cases such as these, the mecha- 
nical reason why the bleeding will not cease must be 
recognised and acted upon, or the patients will flood to 
death with their bladders distended with blood up to the 
lunbilicus, as I have seen. 

For the purpose of emptying the bladder under such 
circumstances there is nothing like one of the catheters 
and aspirators which are employed in evacuating the 
fragments of stone after lithotrity. Unless this is effectu- 
ally done, there is very little chance of restraining the 
hiomorrhage. 
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Malignant tumours of the bladder or the prostate 
accounted for thirteen cases of hsematuria. If the 
disease is in the prostatej ou cangenerally make it out with 
the finger in the rectum ; if this is not the case, then you 
may have this very significant fact, that though from its 
nature the blood evidently comes from the interior of the 
bladder, you have no senile prostate to account for it ; 
the patient may be, and often is, considerably under the 
hypertrophic age. Then there is another helpful point 
in connection with the diagnosis of malignant tumours 
of the bladder, they are as a rule more comfortable when 
bleeding moderately than when the urine is absolutely 
clear. This is a point I have often noticed in cases 
which have been verified, either by operation or post- 
mortem examination. It is also curious to notice how 
slow some malignant growths of the bladder and pros- 
tate proceed : there may be repeated attacks of haemor- 
rhage, but I have known such cases as epithelioma of the 
bladder go on for four and six years, and really occasion 
but little inconvenience until the bleeding becomes pro- 
fuse and unrestrainable, and the question will then natur- 
ally arise, What is to be done when the haemorrhage 
from such a growth becomes excessive ? My belief is 
that when this stage arrives, in the majority of cases the 
best thing to be done is to open the bladder above the 
pubes. I can hardly recall an instance when, by this ex- 
pedient, a patient did not obtain a temporary respite 
from bleeding, and the consequences that follow it. 
Even if the wound never closes again the patient can be 
kept in a far greater state of comfort than when he only 
has his urethra to depend upon. In the female the ready 
way in which the growth can be got at and removed is 
a strong reason for early exploration, and, if necessary, 
removal. 
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Hsematuria is almost as oonstant an indioatioD 
that tubercle has invaded the kidneys or ureters 
as hsemoptysis signifies that the lungs are tuber- 
cular. Urinary tuberculosis may be either ascending or 
descending. It is always a good plan in tubercular 
subjects or in persons who are suffering from ill -defined 
slight attacks of hsomaturia, and possessing tubercular 
histories, not to neglect to make a careful examination 
of the testes, the prostate and the vesiculsB seminales^ 
with the finger. The detection of tubercular deposit in 
any of these positions, under these circumstances, will 
often throw the necessary light upon the hsematuria. 
The shotty feel of the prostate when impregnated with 
the early form of this deposit is important to know 
how to recognise. In the breaking-down stages of urin- 
ary tubercle, the presence of pus as well as blood, not to 
say anything of the bacillus, adds considerably to the 
ease of making a diagnosis. 

Stricture of the urethra is accredited as the cause of 
five oases of hsematuria. It is not as a rule the stricture 
that bleeds, but the bladder from the atony that ensuea 
by reason of the viscera being very imperfectly emptied. 
In two instances the strictures were extremely tight, and 
it seemed impossible how the cause of the bleeding could 
have been overlooked. In every instance where the 
stricture had been sufficiently dilated and the bladder had 
regained its tone, the blood disappeared from the urine^ 

It is curious to notice how some persons with really 
tight strictures, by the use of greater expulsion force 
mitigate considerably the inconvenience the contraction 
would otherwise cause. It is not always easy to 
remember this in practice. There is a patient attending 
the out-patient department to whose symptoms I have 
often directed attention. He came here complaining of 
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loss of power over the bladder and lower eztremitdes, 
from the loins downwards. There was diminished sensa- 
tion and the reflexes were unnatural, and it was clear 
from his gait that he was sufifering from an early 
stage of paraplegia. On examinining his urethra 
I found that he had a moderately tight stricture in the 
membranous portion, and as there was no other cause for 
the condition of his limbs I regarded it as one of reflected 
paralysis, and commenced to dilate his stricture. Under 
this treatment, it was observed that movement and sen- 
sation in the affected parts gradually returned and in 
three months all symptoms of paralysis had disappeared, 
the patient being able to walk several miles without 
fatigue. I have met with two or three instances of this kind. 
I am induced to refer to them here as illustrating how a 
stricture may not ooly escape notice, but produce remote 
symptoms which, at first sight, would hardly suggest 
such a cause. In like manner a persistent hasmaturia may 
be dependent upon a contraction in the urethra and 
continue until the latter is removed. 

Wounds involving the kidney may in some re- 
mote way or other cause blood to find its way 
into the urine and become mixed with it. Let 
me mention two examples: — In May, 1888, I saw 
a patient in consultation with Dr. Glynn who was 
suffering from purulent urine. Six weeks before I saw 
him he had a very free attack of hsematuria which lasted 
for some days. He had no symptoms of renal colic, but 
complained of a dull aching pain in the region of the 
left kidney. His history was as follows :— Five months 
previously when at sea he was shot by his steward in two 
places, one ball passing through his thigh, and the other 
entering his left side two inches in front of the posterior 
superior spinous process of the ilium. He was leaning 
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over his assailant who was on the ground at the time the 
bullets were fired. He was confined to bed for some 
time and has since suffered from urinary irritation and 
purulent urine. There appeared to be an increased area 
of dulness below the left kidney, and the part was sensi- 
tive to the touch. The bladder was sounded, but I could 
detect nothing abnormal. 1 have no doubt the bullet is 
embedded in the left kidney, from which place I proposed 
to remove it, but as the man was returning home to 
America, and was in fairly good health, he declined to 
submit to any operation at present. The other case 
of traumatic haematuria followed the escape of a pin 
by the urethra which had been swallowed by a gentleman, 
56 years of age, four months before it was voided. 

Three cases of hsBmaturia were associated with 
cystitis which had occurred in males independent of 
a large 'prostate or gonorrhoea. In one the cystitis 
followed an injury to the abdomen where probably the 
bleeding was due to some slight laceration. In the 
other two instances it seemed to be connected with the 
violence of the inflammation, one of the patients being an 
extremely gouty subject with highly acid urine. 

My list contains one illustration of bleeding due to the 
filaria sanguinis hominis. The presence of this parasite in 
the urinary system explains cases which were formerly 
described under the name of chylous urine. In referring 
to this parasite, Sir William Roberts {a) says : ** Its local 
effects are supposed to depend on the formation of 
aggregations of filaria which block up the capillaries and 
cause by their active movements irritation and rupture 
of the blood channels and lymphatics, and thus lead to 
the appearance of chyle and blood in the urine." In the 
case to which I am now referring, the urine was at one 

(a) " On Urinary and Benal Diseases.*' 4th edition. 
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time quite chylous in appearance whilst at others it was 
deeply coloured with blood and contained large clots. 
The presence of the parasite was in this instance detected 
both in the blood and urine by Sir William Roberts and 
Dr. Stephen Mackenzie, who were kind enough to see 
the patient. The administration of iodide of potassium 
in 20 grain doses, as first suggested by Dr. Harley, 
seemed to be followed by good results. 

The list closes with three cases where the origin of 
the bleeding seemed so obscure that I did not even like 
to venture an opinion, which could not be supported 
either by reason or experience, as to its probable origin. 
In many of the instances where there was a doubt as to 
the nature of the bleeding and in others where further 
confirmation seemed desirable, the electric cystoscope 
was used. As an adjunct to other means for diagnosis 
I can testify to the value of this instrument. On several 
occasions I have gladly availed myself of the kind assist- 
ance of my colleague, Mr. Hurry Fenwick, whose recent 
work on this subject has contributed so much towards 
establishing the utility of electricity as an illuminant 
for surgical purposes. 



L E C T U E E V. 

THE EARLY DETECTION AND TREATMENT OF 
STONE IN THE BLADDER. 

The risk attending the removal of a stone from the 
bladder may be roughly estimated by the size the stone 
has been allowed to attain. Hence I have selected as a 
useful subject for our consideration to-day certain points 
•connected with the early diagnosis and treatment of 
this affection. 

I need hardly remind you that when a stone assumes 
43uch dimensions, or is of a shape where it cannot be 
expelled along the urethra by the natural efforts of the 
bladder, its removal must be effected either by a crush- 
ing or a cutting operation. Up to within a comparatively 
recent date the various operations included under the 
term lithotomy were almost universally employed, the 
crushing operation being confined to the least danger- 
ous forms of the disorder, and in a sense restricted to the 
practice of a comparatively few. During recent years all 
this has been greatly changed, lithotrity is now the rule at 
all events in adults, the cutting operation being reserved 
for exceptional conditions either of the stone or the 
parts involved. When we consider the small risk that 
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now attends the operation of lithotrity it is impossible 
not to feel in every case where a stone has to be removed 
from the bladder by the use of the knife, that there was 
a time in its history when such a proceeding would have 
been quite unnecessary. In the present day the rejection 
of lithotrity in a given case implies one, at least, of two 
thiogs, (1) either that the stone has been allowed to 
grow too big to admit of its removal in this way, or that 
(2) by its long continued presence the stone has so 
altered the structural arrangement of the parts in its 
immediate vicinity as to render the ultimate success of 
the crushing operation highly improbable. 

Before proceeding to notice some mechanical details 
connected with the detection of stone, I would remind 
you for reasons that will be obvious that the primary 
formation of stone in adults and children is very different. 
In the former I believe, as a rule, vesical stones are ex- 
tensiond on appreciable nuclei which have descended 
from the kidneys, whilst in the latter they are from the 
commencement aggregations formed in the bladder. 
This is an important distinction which often works out 
in the following way. In children it is almost impossible 
to form an approximate idea as to when a stone began 
to form in the bladder, whereas in adults the process 
can often be distinctly connected with a marked attack 
of renal colic, hsQmaturia, or nephralgia. This is especially 
noticeable in those cases were urates or oxalates torm 
the nucleus or centre of the stone, as when the calculus 
is pbosphatic throughout, it not infrequently happens 
that there is present some special reason why the 
bladder should be entirely responsible. In the case of 
many stones I have thus not only been able to fix the 
probable date when they entered the bladder, but to 

form an estimate of the rate at which they have grown. 

I 
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Hence, as I have said in a previoas leoturei persons who 
pass stones from the kidneys woold do well if there is any 
doubt, to take steps for ascertaining that the stone has 
left the bladder and is not remaining there to grow and to 
make its subsequent removal a proceeding in which an 
element of risk is introduced. 

If I were asked to briefly enumerate the indications 
for sounding the adult male bladder, I should put them 
down in the following order : for continuing irritablity 
of the bladder unexplainable or insufficiently so, by the 
presence of a large prostate : for the recurrence of blood 
in the urine, particularly after brisk or jolting exercise, 
and for the frequent intervention of bladder spasm, 
either with or without the habitual use of the catheter, 
where the prostate is known to be enlarged. These 
conditions will be found to indicate more frequently than 
any other the presence of a stone in the bladder. Pain 
or irritation felt at the end of the penis is of more value 
as a symptom of stone in children than in adults, as 
with the latter a large prostate rendered sensitive by the 
condition of the urine passing oyer it is quite sufficient 
to account for this symptom. For instance, nervous 
persons in the habit of passing highly phosphatic urine 
usually have tender prostates, and often complain of pain 
at the end of the penis. I have known such individuals 
to be frequently sounded for stone or tumour on that 
account. 

For sounding purposes nearly every surgeon has his 
favourite implement which generally bears his own name. 
An inspection of a variety of sounds would seem to indi- 
cate that the hand has more to do with the process than 
the exact shape and make of the instrument. Sounds 
should not be so large as to fit the urethra too tightly, 
othezwise much of the delicacy of the touch will be lost. 
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Where the prostate is very large the surgeon should be 
provided with a sound two or three inches longer than 
those usually made, otherwise he may fail to easily reach 
all parts of the bladder, unless the penis is inconyeniently 
telescoped. When the bladder is much distorted in 
shape you can feel a stone with a soft bougie when a 
steel sound cannot be made, without force, to touch it. 
For such a purpose I have sometimes found a iiexible 
instrument with a metal tip extremely useful. As Dr. 
Freyerhas pointed out, the aspirator and catheter em- 
ployed for the removal of fragments of stone after litho- 
trity make a capital sound by causing stones, often of 
small size, which might otherwise escape notice to rattle 
against the eye of the instrument. I have employed 
this device for the removal of certain kinds of foreign 
bodies from the bladder, and thus avoided resorting to less 
delicate forms of searching and extracting instruments. 
Here is a fine pig's bristle, slightly coated with phos- 
phates, which was detected and removed by the apparatus 
just referred to. In this instance the patient had first 
passed up into his bladder a piece of bacon rind with the 
view, I presume, of lubricating the urethra, the bristle 
beiog subsequently introduced. Symptoms of bladder 
irritation coming on, 1* sounded with an evacuating 
catheter and rubber syringe such as I am now showing 
you, with the result mentioned. The case is fully 
reported elsewhere (a) with remarks on this subject. 

It must not be forgotten that, however delicate your touch 
and however well devised your sounds may be, there are 
some kinds of stone which you do not feel until you have 
them in the jaws of the lithotrite. This has happened to 
me twice recently ; so far as the sounding went, and with 
a strong suspicion in my mind that a stone was present 

(a) The Lancet, October 2atb, 1887. 
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in each instance, I could not detect one until I had passed 
a lithotrite. and had actually got the calculus within the 
grasp of the instrument. Here is the specimen from one 
of these cases. Some phosphatic stones are covered over 
with a thick slimy sort of tenacious mucus which effectu- 
ally muffles the sensation and sound that contact between 
a steel body and a stone would otherwise give. Large 
stones which are located behind and above the pubes are 
sometimes missed by the curved sound passing directly 
under them. When you are sounding, a lithotrite 
should always be at hand, not merely for measuring the 
stone when detected, but for gently feeling about with. 
As a rule it is better ^to sound a person under an 
anaesthetic; in this way pain is entirely avoided, and the 
examination is rendered far more searching and com- 
plete. 

Apart, however, from the question of size, it is 
most important that a stone should be detected before 
it leads to certain structural changes in the bladder 
itself. Five years ago (a) I described some forms of 
calculi in the bladder under the name of fixed or station- 
ary stones, implying that without being encysted they 
occupied certain positions^ most commonly above the 
enlarged prostate, from which they seldom moved except 
by accident. In connection with this point one cannot 
go over a fairly long list of lithotrity cases without here 
and there recognising one where bladder symptoms only 
became urgent and continuous after the stone had been 
completely and properly crushed and evacuated. Let me 
illustrate what I mean. A patient about sixty years of 
age, consulted me some years ago for occasional hsema- 
turia. Behind an hypertrophied prostate I found a large 
urate stone which I subsequently removed by lithotrity. 
(a) '* Annala of Surgery," June, 1886 
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After some weeks of complete relief, he again began to 
complain of irritability of the bladder, and in addition 
the discharge of ammoniacal urine indicating that 
which he had never previoosly soffered from, namely, 
chronic cystitis. This continued for some time, when on 
sounding him again I found the place of the original 
stone occupied by a considerable mass of triple phos- 
phates which I also removed by crushing. The same 
thing occurred about a year afterwards. The first stone 
that formed no doubt represented a constitutional 
tendency, whilst the latter ones seemed to me to be con- 
nected with certain changes in the shape and structure 
of the bladder wall, which had been brought about by 
the long continued presence of the one that had pre- 
ceded them. The effects produced on the bladder itself 
by the retention of a stone for some considerable time 
with special reference to the recurrence of calculus, is a 
subject worthy of careful consideration as insufficient 
attention has hitherto been paid to it. 

That the earlier detection^ of stone which now pre- 
vails, coupled with BigeloVs method of operating, has 
contributed largely to the reduced mortality connected 
with the affection, there can I think be no doubt. Any 
one who is at all acquainted with the subject will recog- 
nise as a fact that the risks attendant upon the retention 
of a small stone in the bladder, are really far greater than 
those which its removal by lithotrity now entaO. For, 
apart from its influence on the structure of the bladder 
and the irritation it creates, the presence of a calculus 
may not only prove to be a constant source of bleeding, 
but may actually lead to the rupture of the bladder, as I 
bftve shown in a previous lecture. 

Furthery as bearing upon the importanoe of deal- 
ing with itoiMt whilst they are within the reach 
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of lithotrity as now practised, we may point to 
our greatly lessened period of convalescence as com- 
pared with that which prevailed before Bigelow's 
discovery. Lookiog back at my notes of cases which 
occurred before and after this periodi and compariug 
them stone for stone, the period of convalescence has 
diminished by less than one half. It is not at all un- 
common to see stones which formerly would have occu- 
pied two or three operations, or sittings as they were 
called, extending at intervals over a month or so, now 
^^isposed of at one crushing, recovery taking place within 
a week or even less. This not only means a considerable 
diminution in the amount of direct risk which repeated 
crushings necessarily entail, but in those connected with 
whatever tends to protract a convalescence. I do not 
think I am wrong in stating that Bigelow's method has 
reduced the period of recovery after lithotrity, taking all 
sizes of stone together, by something like one half the 
time. No better illustration of this point could be taken 
than the last case I operated upon at this hospital, at which 
several of you were present. The patient, a male, 50 years 
of age, was operated upon on July 2nd, and was dis- 
charged well on the sixth day afterwards. The stone 
was a urate one coated with phosphates, and had a 
diameter of an inch and a quarter. Though the opera- 
tion occupied nearly half an hour the water in the wash 
bottle used for removing the fragments, was noticed to 
be hardly discoloured with blood, and the day following 
the operation the urine was perfectly dear and normal in 
appearance. There are a few details I would lay stress upon 
which may be of service to those who are commencing to 
practice lithotrity. 

1. To suspend all manipulations with the sound or 
lithotrite, or in washing out the fragments when the 
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bladder is on the move. Patients even when profoundly 
under an anadsthetic with the reflexes in abeyance, will 
sometimes commence to force and squeeze with their 
bladders in a most remarkable manner. The pressure 
of this may be roughly measured by the distance 
fluid is projected from the catheter even by some 
bladders which were supposed to be atonied or 
paralysed. All movements on the part of the 
operator should be at once suspended till this is 
over. I have known three instances at least where 
rupture of the bladder occurred from disregard of this 
precaution, two where the lithotrite was being used, and 
one where the washbottle was in action. It is very easy 
to rupture a bladder when it is on the strain, whereas 
such an accident is most unlikely to happen where the 
organ is quiescent. 

2. Conduct all your manipulations so as not, if pos< 
sible, to cause bleeding. Some operators will hardly 
discolour the water in the wash bottle even where the 
manipulations are prolonged. 

3. Before the operation is completed remove all clots 
from the bladder and wash out with warm water until 
there is evidence that any bleeding which may have 
been caused by the manipulations has practically ceased. 

4. Ascertain before the patient recovers consciousness 
what kind and size of catheter passes easiest. On the 
use of this instrument in the after management of the 
patient much depends. If urine mixed with blood is re- 
tained and allowed to undergo putrefaction some degree 
of septic fever is sure to occur. As a rule, after each 
time the catheter is used two or three ounces of warm 
boracic lotion in the proportion of a drachm to a pint 
should be thrown into the bladder by means of a rubber 
bottle and allowed to escape. This should be oontinued 
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until the urine is voided, either with or without the use 
of the catheter, of acid reaction and free from blood 
staining. 

Passing from by far the larger class of cases which are 
now treated by lithotrity, and from urging the importance 
of endeavouring, by an early diagnosis, to bring all cases 
within this category, I will proceed to notice those in- 
stances where lithotrity seems to be indicated. 

Stones in male children; very large stones in male 
adults, where the weight may be estimated at several 
ounces, and some smaller sized recurrent stones compli- 
cated with sacculated, or bladders requiring drainage, 
but otherwise quite within the limits of lithotrity, may 
be generally stated as better adapted for lithotomy in 
some form. So far as male children are concerned, some 
surgeons will probably join issue with me. The large 
experience of Drs. Keegan and Freyer and other operators 
in India more particularly, as well as the smaller ex- 
perience of some surgeons in this country and elsewhere, 
would seem to indicate that a skilled lithotritist may 
obtain most excellent results in even the youngest sub- 
jects from crushing. A short time ago my colleague 
Mr. Heycock, crushed a hard stone weigbiDg nearly an 
ounce, and the boy was well and about within a week. 
But what about practitioners who are not skilled in 
ffyyxj lithot\\\y and yet have large experience generally in 
7 operative surgery? 1 feel under these circumstances 
that lithotrity as a rule will prove to be as it always 
has been, the wiser selection. 

In choosing the kind of lithotomy I must express my 
preference both in boys and adults for the lateral 
method, unless I want to remove a stone which from its 
size is not likely to come out very easily through the 
perineum, or if I wish to look into the bladder with the 
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naked eye for the purpose of searcbiDg for a sacculus ia 
which a Btone may be lodged, and at the same time 
dealing with it. To the latter category, where the 
suprapubic operation is indicated, Mr. Mayo Robson (a) 
has added illustrations where not only has a stone been 
thus removed from the bladder, but a portion of the 
iarge prostate extirpated. 

When proloDged drainage of the bladder is necessary in 
certain cases of chronic cystitis complicated with stone, 
or in some instances of recurring phosphatic stone, where 
the posterior wall of the bladder is much dependent, and 
a division of the floor of the prostate is required, I feel 
sure that the perineal route is to be preferred. I have 
seen successful instances of this where drainage had pre- 
viously been practised and maintained for some time by a 
suprapubic opening. 

In comparing the suprapubic and lateral operations 
there can be no doubt that the former proceeding will 
f ecommend itself to many practitioners on the ground that 
it is the simpler of the two, and if for this reason it is the 
more efficiently executed, no better ground can be ad- 
vanced for its selection, provided that the same end 
•can be obtained. When I have chosen the suprapubic 
operation no attempt has been made to secure the primary 
healing of the wound, and so far as sutures are concerned, 
they have only been used for approximating a limited por- 
tion of the superficial wound. I then put in a large rubber 
drainage tube, which is passed through a covering made 
by a wood wool pad. Tne tube is retained for two or 
three days and then removed, the patient being kept 
absolutely dry by the constant use of the wood wool pads, 
which have bedn found to be the simplest and most 

(a) British Medical Joumaf, Marcb 9tb, 18S9. 
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hour by the ordinary lithotrite and evacaator. The 
patient, a young man bf eighteen years of age, was up and 
well wi!;h the wound soundly healed on the eleventh day. 
The crushing and extracting forceps which have been 
made for me by Messrs. Krohne and Sesemann are shown 
in the figure (Fig. 4). 

There are cases of stone, chiefly recurring ones, where 
not only is a digital examination of the bladder necessary, 
but where after the removal of the stone the bladder may 
with much advantage be submitted to a process of drain- 
age with the view of preventing further relapse. In such 
instances I have availed myself of perineal lithotrity, 
the nearer approach to the bladder which the puncture 
permits of proving an important feature in promoting the 
success that has followed the adoption of this combination 
with practically no additional risk. 



LECTURE VI. 
SOME MISCELLANEOUS POINTS. 

In the first plaoe I should like to say a few words in 
reference to the pathology of gleet, inasmuch as this 
extremely common affection is not only difficult to cure, but 
frequently proves the starting point for much more serious 
conditions. Upon the -pathology of gleet considerable 
light has been recently thrown by Oberlaender, by means 
of the electric endoscope, and various effects of persistent 
inflammation on the mucous tract havo been pointed out. 
In the earlier stages of gleet, observation with the endos- 
cope shows that the process practically consists in more 
or less acute epithelial desquamation, at points in the 
deep urethra where the affection is usually situated. In 
this way the slight amount of discharge which may be 
said to constitute the disease is supplied. Though there 
is generally some tumefaction about the affected spots, 
no stricture can then be said to exist, and treatment is 
still capable of bringing about a complete restoration of 
the parts without the subsequent introduction of any 
contractile tissue. And this brings me to consider the 
next stage in the process which eventually leads to the 
formation of an organised stricture. The function 
exercised by the epithelial coat of the urethra, and the 
consequences that may ensue when it becomes deranged 
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"by peraiBtent inflammation, formed the subject for some 
observations in my Lettsomian Lectures before the 
Medical Society of London, in 1888. The view that I 
then advocated was, that by chronic inflammation, such 
as we see in gleet, the epithelial coat becomes so 
damaged at one or more spots as to lose its power of 
rendering the urethra urine-tight, and that a slow pro- 
cess of exudation through the mucous coat ensues. As 
a consequence of this, and to prevent urine soaking 
further into the tissues, inflammatory lymph-exudation 
in the sub-mucous area is excited, and barriers of lymph 
which eventually become organised are thrown out oppo- 
site the places where the leakages have taken place. The 
contraction of these sub-mucous lymph barriers, I urged, 
completed the process of stricture formation. This view 
as to the pathology of stricture is supported by the 
following considerations:— (1) That though the mucous 
membrane is the tissue chiefly concerned in the primary 
inflammation, it is as a rule only secondarily implicated 
in the stricture forming process. In many instances it 
will be found after death that the dimensions of the 
mucous membrane are not permanently altered, and 
that it is possible to split a stricture without necessarily 
rupturing the lining membrane of the canal ; and (2) the 
great variety in form and shape in which stricture tissue 
is deposited in relation with the urethra. I have known 
as many as a dozen irregular points of contraction in the 
urethra of a man, which were believed to be formed in 
the way I have described, consequent upon a very 
chronic gleet. 

Though the views I have thus given expression to 
recognise the existence of varying degrees of tumefaction 
or swelling within the urethral walls at one or more spots 
in the initial stage of the stricture forming process, I 
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cannot admit the propriety of proceeding to the perform- 
ance of internal urethrotomy for their removal, even 
though, as I have no doubt, they are capable of being 
demonstrated as obstacles to micturition by such instru- 
ments of precision as Otis' urethrameter. My experience, 
derived from the observation of cases of this kind which 
had been submitted by various surgeons, to internal 
section, is certainly not favourable to this method, how- 
ever well adapted it may be to some advanced forms of 
cicatricial stricture. Some of the worst cases of stricture 
in the deep urethra that have come under my notice 
have been those where an internal urethrotomy had been 
performed during the early or gleety stage of the afifec- 
tion. In the pendulous urethra such ill efifects foUowiog 
the operation have not been so frequently noticed. 

In urging these opinions as explainiog the mode in 
which stricture tissue is commonly deposited, I must not 
be regarded as failing to recognise that large class of 
strictures which are the result of wounds in the urethra. 
Here the healing process goes on with the wound exposed 
to the irritating influence of contact with pent-up urine, 
and the result is the formation of a cicatrix of the densest 
and most contractile description. That a dense con- 
tractile stricture is by no means a necessary consequence 
of a torn or lacerated urethra, I have demonstrated by a 
series of cases where such injuries had been treated by 
perinealsection and urine drainage, without leaving behind 
any trace of the original injury. Many of these cases 
have been watched for periods of time extending over 
two years. 

In giving expression to these views as to the patho- 
logy of gleet and the healing of wounds of the urethra, 
it is for the purpose of emphasising the importance of 
thorough irrigation in connection with the prevention 
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and treatment of urethral btrictnre. I have long felt 
that the difficulty io this class of afiections lies, not in 
the want of suitable medications, but in our imperfect 
means of using them. It is astonishing what perfect 
douching with cold water or some mild astringent will do 
in some cases where individu^ are driven into 
the depths of despair by some small amount of 
urethral discharge, which frequently is no more 
hurtful than are the [slight chronic excretions which 
proceed from other parts of the body that might 
be mentioned. The first apparatus I described for this 
purpose consiBted of a Uigginson's syringe, fitted with a 
small rubber catheter, by which a running stream of 
water could be maintained from any point in the deep 
urethra, outwards, (a) More recently I have adopted 
ior the same purpose as giving a more equable stream, a 
simple syphon apparatus, which was first made by Mr. 
Keynolds, of Liverpool, on the principle of Thudichum's 
nasal douche. It is principally in the treatment of gleet 
that I have found this instrument of most value. As a 
rule, the reservoir is filled with about six ounces of a 
aolution of sulpho-carbolate of zinc, two grains to the 
ounce, with which the patient irrigates his urethra for 
3ome minutes once or twice a day. By compressing the 
meatus around the pipe of the irrigator the outflow is 
temporarily stopped, and the fluid is forced by hydrostatic 
pressure into the various lacunsB of the urethra, which, 
in chronic cases particularly, are more or less centres of 
infection. This thorough mode of irrigation is almost 
impossible to be obtained with an ordinary glass syringe, 
as the latter is often only worked at a greac disadvantage, 
as I have had the means of demonstrating in a very 

(a) "On the PreveDtion of Strictare and Prostatic Obstruction. 
>ChanhUl, 1881. 
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simple manner. Alum, zinc, boraz^ acetate of lead, or 
Oondy's floid, may in some instances be substituted for 
the sulpho-oarbolate of zinc, but the latter has proved to 
be the most reliable. Now this simple, but not I believe- 
sufficiently well-known means of douching the urethra, 
is capable of extension to other condition? than that 
mentioned, where it is necessary to bring the canal under 
direct medication. There are, other discharges — prostatic, 
seminal, and mucous — which are often maintained by an 
unhealthy state of the urethra ; for such of these as 
require local treatment, I have found it in the irrigator,, 
rather than in the employment of those powerful and 
dangerous cauterisations, which at one time were advo- 
cated by Lallemand and others. In cases of orchitis, 
where the infection has proceeded from the urethra, as in 
gonorrhoea, I have found deep urethral irrigation with a 
solution of perchloride of mercury (1 in 10,000), most 
effective in shortening and moderating the attack. 

Passing from this reference to the use of the douche in 
various urethral dischargep, I would allude to it further 
as an important adjunct in the treatment of stricture by 
dilatation. After every dilatation, when the calibre of 
the stricture will permit the entrance of the fine point of 
the irrigator, I have the urethra well douched with warm 
water, commencing from the point immediately behind 
the obstruction. This is continued for a few minutes, 
and has a most beneficial effect, not only in thoroughly 
cleansing the canal, but in assisting, by hydrostatic 
pressure on the contracted parts, the process of dilatation. 
Strictures which have been treated in this way, have not 
only yielded to dilatation more rapidly, but what is of 
still more importance, they have, as might be expected, 
shown less tendency to contract, and have been more 
amenable to the subsequent use of the bougie. It is my 
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habit to instruct patients to employ it themselves, as a 
neoessaiy part of the treatment by dilatation. 

A word may be said in reference to the use of the 
douche in connection with the treatment of the less 
complicated forms of urethral fistulse. There is hardly 
'anything which causes more annoyance to a patient 
otherwise sound, than the constant dribbling of small 
quantities of urine along a sinus opening in the peri« 
neum, or by the side of the scrotum, which has resulted 
either from a peri-urethral abscess, or from some simple 
surgical procedure connected with the urethra. The two 
great obstacles to sound healing from the bottom of the 
fistula are (1) the persistence of some degree of stricture 
or contraction of the urethra in front of the communica- 
tion with the false passage, and (2) an unclean, and 
therefore septic condition of the internal aperture caused 
by the lodgment of urine within the urethra after each 
act of micturition. When the stricture has been suffici- 
ently dilated I have frequently succeeded in getting 
these sinuses to heal quickly and^soundly, by making the 
patient irrigate his urethra with some suitable antiseptic 
three or four times in the course of the twenty-four 
hours. 

And now I will draw attention to a few instruments I 
brought under notice some years ago, (a) which I believe 
are by far the best and safest bougies we can employ in 
most cases of tight stricture. They are popularly known 
as " whips," being the name given to them by my friend 
Mr. Lund, in his Hunterian Lectures. They are made in 
diiSerent sizes, in lengths of about twenty inches, com*- 
mendng by a filiform point, and gradually increasing 
towards the other extremity. In speaking of the value 
of these instruments, in the treatment of tight strictures 

(a) The Lancet, February Srd, 1883. 
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^speoiallyy I am sure that a trial by those unacquainted 

with them will ensure their adoption, in that class of 

strictures where the difficulties of instrumentation are 

the greatest. In my own hands they have had an 

^extended trial, and when I have demonstrated their 

employment to others, their adoption has generally fol* 

lowed. It is no small recommendation to say of an 

instrument of this kind, that it rarely fails to pass a 

stricture, so long as it is structurally pervious, however 

fine the passage may be ; that dilatation necessarily 

follows upon this without risking the re-introduction of 

41 bougie on a larger scale ; and that these advantages 

43tai be secured without the liability to laceration and 

haamorrhage which often accompany the use of other 

instruments. This is important to remember, as every 

degree of laceration the urethra receives adds to that 

kind of tissue of which an organic tissue consists. 

Further, by reason of the tapering form of this bougie, 

every introduction of it not only stretches the stricture, 

and increases its calibre by several sizes of the French 

gauge, but it tends to make the entrance to the stricture 

from the front funnelled shape, and thus adds to the ease 

with which subsequent introductions are effected, either 

by the patient or the practitioner. Patients find these 

instruments, after they have been taught their use by 

the surgeon, far more easy to introduce than any other, 

and as they cause little or no friction in making their 

way through the obstruction, the process of dilatation 

proceeds more rapidly than is the case when more abrupt 

bougies are used. It is better to soften new whips, by 

immersing them for a few seconds in warm water, so that 

they may curl up in the bladder without the patient 

being conscious of it, as is the case with the pilot 

bougies which are now so generally appended to many 
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urethral instruments. By the use of this form of 
instrument, it is quite practicable, by the introduction 
of two or three larger ones, to bring up at once a very 
contracted stricture, until it will admit with ease a good- 
sized bougie or catheter. I believe that we cannot pro- 
>ceed too rapidly with this process. To relieve a patient 
with retention of urine by means of a fine catheter, 
perhaps tied in with the chance of it slipping out, is to 
leave him in a very sorry plight. A person who is going 
about dribbling, with a stricture of small calibre, is in 
-constant danger of his life, as there is no knowing when 
sudden retention, perineal abscess, or extravasation of 
urine may supervene. Some melancholy illustrations of 
this must occur to every one who has seen much of 
urethral stricture. Mr. Bobson (5) has recently illus- 
trated the value of immediate dilatation with bougies, 
and in the commencement of this process I have found 
the whip invaluable. 

In reference to the selection of iostruments generally, 
I much prefer the flexible ones ; they are readily intro- 
duced, and rarely cause haemorrhage. Those made of 
silk web have some advantage over the rubber catheter, 
as they can be used with a little more firmness. It is 
curious to observe the difference in the curves of the 
prostatic urethra ; hence in one case a coiuU slips in 
easiest, in another an olive-pointed instrument, whilst in 
a third an ordinary round-headed catheter glides in 
without trouble. It is important that the delivery power 
of a catheter should be relative to the normal size of the 
urethra, and not greatly in excess. What can be worse 
lor a person who has been accustomed for some years to 
ooze or dribble his urine, than to have it suddenly drawn 
offpleno rivo in about half the usual time the normal act 

(b) Provincitl Medical Journal, voL vill, 1889. 
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oooapies. I have often found the too rapid emptying of 
the bladder in the regular employment of oatheterism an 
important factor in producing loss of natural expulsive 
power, and in retarding its return when it has been 
temporarily suspended. Nature will not provide muscle 
when it is not wanted. Here, then, we have at least twa 
important reasons why the selection of catheters should 
not be handed over to the instrument maker alone, as a 
patient may very innocently do himself harm by meana 
of a catheter unsuited to his case. 

Whatever means or form of instrument, whether 
flexible or not, our individual experience prompts us to 
use in endeavouring to overcome the obstacles that some 
strictures present, should they prove ineffectual, I 
believe supra-pubic aspiration is the best and safest expe^ 
'dient of a temporary nature that can be employed. By 
means of this we can always depend on being able to 
empty a distended bladder with a very small amount of 
risk, and less, I believe, than what may in some instances 
attend difficult oatheterism. 

In reference to aspiration in connection with some 
urinary disorders, I believe that it occasionally ofifers the 
best and safest way of commencing what is now called the 
catheter life under certain circumstances. I will take a 
case to illustrate what I mean : a short time ago, a 
gentleman approaching seventy years of age, consulted 
me in reference to his prostate. Apparently he was in 
excellent health, but he was going about with a bladder 
full of urine which reached almost up to his umbilicus. He 
had never used a catheter, as he could evacuate three or 
four ounces of urine at a time, which he did at intervals 
of three or four hours. His prostate was enlarged, the 
urine was faintly acid, and frequently neutral, and had a 
specific gravity of 1004-6. Now it appeared to me that 
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with a helpless bladder of this kind, and with kidneys 
working under so great disadvantage it would be extremely 
easy to induce that condition of septic89mia which Sir 
Andrew Clark has so graphically illustrated. On the 
other hand to leave him alone with this distension, 
though he was quite unconscious of it, was to him at 
that stage of affiedrs almost equally suicidal Under 
these circumstances I determined to deal with the dis- 
tended bladder by supra-pubic as^nration, and not to 
touch the urethra with the catheter. To commence with, 
I drew o£f four ounces of urine above the pubes with a 
fine aspirator needle. I aspirated nine times in a fort- 
night, and by gradually increasing the quantity of urine 
removed, brought down the bladder to almost normal 
dimensions. Elastic pressure over the abdomen was at 
the same time exercised by a suitable bandage. The 
patient suffered in no respect whatever, and he continued 
to void naturally the amount of urine I have already 
mentioned. It was interesting to notice that as the 
pressure was removed from the urinary apparatus, the 
acid re-action became more pronounced, and the spedfio 
gravity rose to 1015 where it remained; under these 
altered conditions, I no longer hesitated to use the 
catheter daily, which the patient continued to do for him- 
self with advantage and comfort. I thus avoided during 
the period of greatest risk in this case, when the urine 
was on the verge of alkalinity, and the kidneys hardly 
doing anything else than percolate water, any chance of 
introducing an important element of decomposition into 
the bladder or interfering with a urethra which had 
been distorted by prostatic hypertrophy. With acid urine 
and a fair specific gravity, with ordinary care there is 
comparatively little risk attendant the use of cathetecs, 
where these conditions are absent the danger with 
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elderly males is by no means an imaginary one; in 
removing urine either by catheter or the aspirator from 
the atonic bladder, I feel sure that the employment of 
abdominal support in the shape of a binder or an elastic 
bandage is of much advantage. In connection with 
these remarks on the treatment of some forms of the 
atonic bladder by aspiration, instead of in the first in- 
stance by any attempt to introduce a catheter, I had 
noted the impunity with which the proceeding had been 
practised in those instances, where it had followed futile 
trials to pass a catheter by reason of a large prostate. 
It seemed rare to find that fever followed this mode of 
removing urine from the paralysed bladder, though 
many instances are recorded where it was resorted to for 
several consecutive days. 

Cases of impassable urethral stricture are becoming 
rarer every day^ and this means that a vast improvement 
has taken place within the last few years in the construc- 
tion and design of instruments for this purpose. To 
suppose that one kind of catheter or bougie will answer 
every purpose, is to suppose that which if not at variance 
with common sense, is at all events opposed to any 
practical acquaintance with the pathological anatomy of 
urethral obstructions. 

If after that degree of temporising which supra-pubic 
aspiration gives in cases of impassable stricture, failure 
to enter 'per viam naturalem still continues, then I believe 
Wheelhouse's ingenious proceeding of entering the 
bladder from the perineum by the urethra is the one 
that commends itself to our attention. It is safe, and 
presents no difficulties which a surgeon need fear facing. 

I should like to add a word as to the great value of 
cocaine as a local application in connection with a variety 
of small operations on the urethra, such as the passing 
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of catheters and bougies, the stretchiDg and dilating of 
strictoresy and the . management of various forms of 
prostatic obstruction where mechanical treatment is a 
necessity. With a very little trouble and delay, by the 
injection of a few drops of a 10 per cent, solution of 
cocaine by means of a suitable instrument, say, for 
instance, on the face of a contractile stricture, the opera- 
tion of entering and passing through it with a bougie is 
in most persons rendered as nearly painless as it is 
possible. In this way persons will submit to treatment 
who would otherwise shrink by reason of the horror with 
which all pain or disagreeable sensation in this part is 
regarded. I have largely employed it under these 
circumstances^ and am induced to refer to it here because 
I think its use not sufficiently appreciated in connection 
with what I would speak of as the minor operations on 
these parts. To attempt to crush large stones with it, 
or to use it where the operation occupies some time is 
merely to bring a useful drug into discredit. 
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